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MEMORANDUM FOR THE PRESIDENT
I am respectfully submitting to you the annual report to the Congress, Health, United States, 1978, 
required by Section 308(a)(2) of the Public Health Service Act. As specified in the Act, the report 
presents data in four areas: costs and financing of health care, distribution of health care resources, 
utilization of health resources, and the health of the Nation’s people. In addition, several chapters 
dealing with issues of current concern such as child health, prevention, cost containment, and the 
quality of medical care are included. The report was prepared by the National Center for Health 
Statistics and the National Center for Health Services Research.
This report provides data for assessing current trends in the health care system, measuring changes in 
the Nation’s health status over time, and designing appropriate strategies and policies in health care 
delivery for the future. This type of assessment is critical at a time when serious questions are being 
raised about the high cost of health care and the extent to which higher costs bring commensurate 
increases in the quality of care. Moreover, the United States spends more on health care than most 
other industrial nations, and nearly half of health care expenditures today come from public funds.
This report shows that we have made considerable progress in improving the health status of 
Americans.
— The average life expectancy continues to increase.
— The overall death rate stands at historic low levels.
— The infant mortality rate continues to decline.
— For Americans under 50, mortality from acute respiratory diseases declined between 1970 and
1976.
— Mortality from ischemic heart disease decreased by 11 percent between 1968 and 1976.
Nevertheless, the report also shows that additional serious problems remain.
— Heart disease and cancer continue to be the two leading causes of death, accounting for nearly 60 
percent of all deaths.
— An estimated 12.9 percent of deaths in 1976 might have been prevented had there been the 
appropriate medical intervention.
— Mortality from cancer of the lung and other respiratory organs rose in 1976, as well as deaths from 
chronic respiratory diseases.
— Despite evidence of the increased health risks of smoking, 42 percent of men and 32 percent of 
women smoke.
— A substantial proportion of young children are not protected from childhood diseases, e.g., 34 
percent of children 1-4 years of age were not immunized against rubella in 1976.
As part of any effort to improve the health status of Americans, we must focus our health care 
resources carefully. As the data in this report demonstrate, a major part of that effort must be directed
at improving the productivity of health care providers and services and curbing health care costs that 
have risen at an alarming rate.
— Health expenditures rose in 1977 to consume the highest proportion ever of the Gross National 
Product, 8.8 percent.
— The price of individual services has mushroomed. The price of a semiprivate room tripled in cost 
between 1965 and 1975; physicians’ fees doubled during that period.
— These increases have not been accompanied by increases in basic use of health care services but in 
changes in the size, complexity, and cost of the services provided. An estimated 50 percent of 
increased hospital costs can be attributed to increased intensity in the use of resources, including 
diagnostic tests and health technology.
—36 percent of people over 40 years of age had never had an electrocardiogram.
— Despite the clear correlation between prenatal care and the health of a child, 25 percent of women 
experiencing live births had not seen a physician in the first 3 months of pregnancy.
— 10 percent of adults had never been immunized.
—52 percent of Americans had not seen a dentist during the year; 20 percent of people over 5 years of 
age had not seen a dentist in at least 5 years.
Americans are among the healthiest people in the world. This report challenges us to address the 
serious health problems that remain. The data it provides on health status, health resources, and health 
care financing should provide further stimulus to our efforts to improve the productivity and distribu­
tion of health services and to take the steps necessary to promote health and prevent illness before it 
develops.
'Joseph A. CaMfanp, Jr.
FOREWORD
Health, United States, 1978 is the third 
annual report on the health status of the Nation 
submitted by the Secretary of Health, Edu­
cation, and Welfare to the President and 
Congress of the United States in compliance 
with Section 308 of the Public Health Service 
Act. It presents, in a single volume, detailed 
statistics concerning recent trends and the cur­
rent situation in the health care sector.
This report was compiled by the National 
Center for Health Statistics and the National 
Center for Health Services Research, com­
ponents of the Office of the Assistant Secretary 
for Health. The National Committee on Vital 
and Health Statistics served in an advisory and 
review capacity.
A National Health Plan is being developed, 
and the objectives of this plan, as stated in 
President Jimmy Carter’s directive, are “to im­
prove the health of Americans by reducing en­
vironmental and occupational hazards and en­
couraging health-enhancing personal behavior as 
well as by improving the effectiveness of our 
medical care system.” In working toward these 
objectives, current statistics and research find­
ings are essential for identifying problem areas, 
establishing priorities, and assessing the potential 
benefits and costs of program alternatives.
The report is divided into two parts. Part A 
consists of six analytic and review chapters on 
subjects of current interest in the health field. 
Part B consists of 188 statistical tables with in­
te rp re tiv e  te x t .  The appendixes include 
descriptions of the data sources, a glossary, and 
a guide to the tables.
Each chapter in Part A discusses a single 
public health issue as follows:
•  Chapter I delineates a number of pro­
posed cost-containment strategies and re­
ports on research findings relevant to 
evaluating their effectiveness. Rapid in­
flation of health care charges is a recog­
nized barrier to  achieving improved access 
to and increased quality of medical care.
•  Chapter II presents the data needed to 
assess potential benefits of health pro­
motion and disease prevention activities. 
Since many deaths and episodes of dis­
ability are believed to be preventable or 
postponable, the prevalence of various 
health conditions and the efficacy of 
preventive measures are examined.
•  Chapter III provides an extensive analy­
sis of trends in children’s social environ­
ment, physical health, and use of health 
services as a basis for health program 
planning. Since the International Year of 
the Child is being observed in 1979, it is 
appropriate to evaluate past progress and 
future objectives with regard to chil­
dren’s health.
•  Chapter IV examines the extent of 
mental illness and trends in mental 
health services in terms of their implica­
tions for national health policies. The 
publication of the report of The Presi­
dent’s Commission on Mental Health in 
1978 has focused attention on emotional 
well-being as an im portant facet of 
health care.
•  Chapter V discusses various noninstitu­
tional alternatives to nursing homes and 
hospitals for providing long-term care. 
T he provision of long-term care is 
becoming a major concern of health 
policy given the rapid increase in the size 
of the elderly population in this country.
•  Chapter VI reviews and analyzes issues
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of quality assessment and enhancement 
of health care. While there is a broad 
consensus that high quality health care is 
of paramount importance, there is less 
agreement as to the desiderata of that 
quality and what means are available for 
ensuring that quality health care is pro­
vided for the population.
The statistical section, Part B, is organized 
around four major themes:
•  Health Status and Determinants
•  Utilization of Health Resources
•  Health Care Resources
•  Health Care Costs and Financing
The tables presented were selected according 
to their relevance for policy and administrative- 
decisions and the specifications of Section 308 
of the Public Health Service Act. Unless up­
dated, expanded, or otherwise modified, tables 
from the two previous editions of Health, 
United States were not included in this report. 
Location of statistical information included in 
this or previous editions is facilitated by the 
cumulative Guide to Tables found at the end of 
this report. Although, when taken together, the 
tables in the three editions represent a large- 
array, they still constitute only a sampler of 
health statistics. The reader is referred to 
Appendix I—Sources and Limitations of Data— 
for assistance in locating more detailed tabu­
lations.
This edition of Health, United States in­
cludes more tables showing recent trends, 
projections to the future, and international com­
parisons than did previous editions. The reader is 
cautioned to take into account changes in 
definitions and measurement techniques when 
interpreting data trends for each group of tables. 
These changes were given due consideration in 
designing the tables and preparing the text.
Accurate forecasts and projections depend 
on the soundness of underlying assumptions. Al­
though care was exercised in selecting forecasts 
for presentation in this report, unanticipated 
changes in the physical or social environment, 
the state of medical knowledge, or in health 
legislation could invalidate seemingly reasonable 
forecasts.
Since health statistics were available for 
many different countries, it was necessary to be 
highly selective in the design of comparative 
tables. Thirteen countries, most of them in­
dustrialized and with health characteristics com­
parable to those of the United States, were 
selected for presentation. Because of this re­
stricted selection, statements cannot be made as 
to the exact rank of the United States when 
compared to other countries.
Where several countries were similar with 
respect to most health variables, only one was 
selected for presentation; for instance, Sweden 
was chosen as representative of the Scandinavian 
countries. Mexico was included because of its 
special relationship to the United States. How­
ever, data for Mexico appear in only a few tables 
since reliable data were available for only a lim­
ited set of health characteristics.
Although the tables in Part B are divided 
into separate topical sections, it must be noted 
th a t the trends considered under different 
aspects of the health care system are not in­
dependent; strong interrelationships exist. For 
example, the trend toward increasing techno­
logical complexity is intensified by prevalent 
methods of health care financing. This creates 
rapid inflation in health care charges which, in 
turn, affects utilization patterns and possibly 
patterns of health and debility in the popu­
lation. Although attention has been called to a 
few of the many instances of interconnected­
ness, cases remain where it is left to the reader 
to consider the influence that a change in one 




I. Health Status and Determinants
T he U.S. population was estim ated to be
217.7 million a t the beginning o f 1978. Re­
cent projections indicate tha t the population 
will increase to 283 million by 1985 and  to 
260 million by the year 2000, assuming tha t 
women have an average o f  about two chil­
d ren . T he ra te  o f  popu la tion  grow th  has 
slowed substantially since the 1950’s, p rim ar­
ily as a result o f the decrease in the annual 
num ber o f births from  4.3 million in the late 
1950’s to 3.2 million in 1976.
I f  the population continues to grow at the 
1970-76 average annual rate, it will double 
in size in 87 years. 'In o th e r industrialized 
countries with slower rates o f  grow th than  
the U nited States, such as the G erm an Fed­
eral Republic and  England and  Wales, it will 
take as many as 347 years for the population 
to double. In  the lesser developed countries 
with h igher rates o f  grow th, such as Mexico, 
the population will double in about 17 years.
T he num ber o f  people 65 years o f  age and 
over is p ro jec ted  to increase  by ab o u t 9 
million, or from  10.7 percent to 12.2 percent 
o f the population, by the end o f the century. 
Since the elderly are less healthy and utilize 
m ore health services than  younger people, 
the increasing num ber o f  elderly portends 
increased dem and for health  services.
U nprecedented in U.S. history is the recent 
reversal o f  m etropolitan and  nonm etropoli­
tan  grow th patterns. Beginning in 1970, the 
tren d  towards urbanization reversed. From 
1970 to 1976, the population o f nonm etro ­
politan counties increased by 8 percent com­
pared  with 5 percent in m etropolitan coun­
ties. People moving to nonm etropolitan  areas 
te n d  to  be o ld e r  a n d  co n seq u en tly  less 
healthy and  m ore in need o f medical care 
than  those m oving to m etropo litan  areas, 
creating additional pressure on health care 
services in these areas w here resources are 
frequently  already less than  adequate.
B irth rates in general have been decreasing 
since the late 1950’s. W om en now are having 
the ir first babies at later ages than  women in 
the past. From 1972 to 1976, rates o f first 
births increased fo r women 25-29 and  30-34 
years o f age and decreased for women 20-24 
years o f age.
B irth  ra te s  fo r  young  te en ag ers  15-17 
years o f age did not begin to decrease until 
the early 1970’s, unlike the rates fo r o lder 
teenagers 18-19 years o f  age which followed 
the patterns similar to women 20-24 years o f 
age.
Teenage m others are likely to face negative 
educational and income consequences when 
com pared with o lder women who have ba­
bies. For each year a high school s tuden t 
could  postpone h e r  first b irth , she could  
expect to com plete almost an additional year 
o f  schooling. A bout 570,000 infants, o r 1 out 
o f  every  5 b o rn  in  1976, w ere b o rn  to  a 
m o ther u n d e r  20 years o f  age. A bout 2 ou t 
o f 5 o f these infants were born  to unm arried  
adolescents.
In 1976, m ore than  two-thirds o f m arried 
women 15-44 years o f age used contracep­
tion and close to half used the most effective
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m ethods—oral contraceptives (22 percentj, 
in trauterine devices (6 percent), or steriliza­
tion (19 percent). Previous increases in the 
use o f the oral contraceptive pill had come to 
a halt by 1976.
T he percent o f unm arried  teenage women 
who are sexually active increased from  27 
p e rce n t in 1971 to 35 p e rc e n t in 1976. 
D uring this period, the proportion who said 
they always used co n tracep tio n  increased  
from  18 percent to 30 percent.
About 1.2 million abortions were reported  
in 1976. Only 10 percent o f these abortions 
were perfo rm ed  on out-of-State residents, 
com pared with 25 percent in 1973, the year 
o f the Suprem e C o u rt decision legalizing 
abortion. About one-third o f the abortions in 
1976 were obtained by teenagers, a relatively 
unchanged proportion  in recent years.
T he crude death rate in the United States 
stands at historic low levels, 8.9 deaths per
1,000 population in 1975 and 1976 and an 
estimated 8.8 per 1,000 in 1977. T he rate, 
which declined generally during  the first half 
of this century, rose slightly in the 1950’s and 
1960’s and  th en  resu m ed  the dow nw ard  
trend. As the proportion of the population 
in the older age groups increases in the years 
ahead, the crude death rate is expected to 
rise again.
Age-adjusted death rates, which show what 
the level o f mortality would be if no changes 
occurred in the age composition of the pop­
ulation from  year to year, also are at record 
low's in the U nited  States (6.3 per 1,000 
po p u la tio n  in 1976). A ge-ad justed  dea th  
rates are higher for males than for females, 
and they are h igher for all o ther people than 
for w'hite people. T he difference in the rates 
for males and females has been increasing 
over time, while the difference between color 
groups has been narrow ing slowly.
Life expectancy at birth in 1976 was 72.8 
years, or 25.5 years m ore than it was in 1900. 
Most of the increase in life expectancy oc­
curred between 1900 and 1950, w'hen deaths 
o f infants and young children from infectious 
and parasitic diseases were sharply reduced.
Since 1950, 4.6 years have been added to life 
expectancy at birth in the United States.
Mortality rates for white and black infants 
have been declining in the United States over 
the past quarter o f a century, but black infant 
mortality is still almost twice as high as white 
in fan t mortality, 25.5 and 13.3, respectively, 
in 1976.
In fan t mortality rates and life expectancy 
at birth in the United States do not compare 
favorably with the statistics for o ther indus­
trialized countries. However, Americans who 
survive to 65 years o f age can expect to live 
as many additional years as men and women 
in o ther developed countries.
H eart disease and cancer continue to be 
the two leading causes o f death in the United 
States, accounting for nearly 60 percent o f all 
deaths in 1976. T he age-adjusted heart dis­
ease death rate has been declining since the 
early 1950’s, while the rate for cancer has 
risen slightly since 1950.
Ischemic heart disease mortality, which in­
cludes about 90 percent o f all heart disease 
mortality, decreased by 11 percent between 
1968 and 1976. Excluding changes in the age 
distribution o f the population, the decline 
would have been close to 28 percent. Is­
chem ic h e a r t d isease m orta lity  has been 
higher in the U nited States than  in o ther 
industrialized countries including Sweden, 
England and Wales, and Canada am ong o th ­
ers. T he U.S. rates have been declining, while 
this has not been evident in the o ther coun­
tries.
C hanges in the  age d is tribu tion  o f the 
population accounted for a large proportion 
o f the increase in cancer death  rates between 
1950 an d  1976. T h e  age-ad justed  cancer 
d ea th  rate  increased  by only 5.5 percen t 
during  the 26-year period com pared with an 
increase o f 26 percent in the crude rate. For 
people u n d er 45 years o f age, the cancer 
death rate has actually been decreasing since 
about 1950.
Most women are receiving prenatal care
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early in pregnancy. In  1976, nearly three- 
fourths received prenatal care in the first 3 
m onths o f pregnancy com pared  with a little 
more than two-thirds o f the women in 1970. 
However, one-fifth o f those who face the 
greatest risk to themselves and their babies— 
young girls under 15 years o f age—received late 
prenatal care or no care at all in 1976.
A substantial proportion  o f young children 
still are not fully protected against com mon 
childhood diseases. In  1976, 34 percent of 
children 1-4 years o f age were not protected 
against rubella, 32 percen t were no t p ro ­
tected against the measles, and  10 percent 
had  no t h ad  any doses o f  polio vaccine. 
Children living in poverty areas o f central 
cities were less likely to have been vaccinated 
than those in nonpoverty areas o f the cities.
D espite m o u n tin g  ev idence o n  th e  in ­
creased risks, about a th ird  o f the population 
20 years o f  age and  over w ere c igare tte  
smokers in 1976. T he proportion  o f women 
who were cu rren t smokers declined by about 
6 percent from  1965 to 1976, com pared with 
a 20 percent decline am ong men. Smoking 
am ong high school senior girls, which was 
inc reasing  u p  u n til the  m id 1970’s, now 
appears to have stabilized.
Low income people in general have worse 
health  than people with h igher incomes. In 
1976, about half o f the  popula tion  45-64 
years o f age with family incomes o f less than 
$5,000 were lim ited in th e ir usual activity 
because o f  a chronic condition, com pared  
with about a sixth o f the popula tion  with 
incomes o f $15,000 o r m ore. Similarly, peo­
ple 45-64 years o f age with low family in ­
comes had m ore than  3 times as many bed- 
disability days p e r  p erson  as peop le  w ith 
h igher incomes (19 days versus 6 days).
In  1976, 14 percent o f the civilian noninsti- 
tutionalized population were limited in activ­
ity because o f chronic diseases o r im pair­
ments. A rthritis and rheum atism  and heart 
conditions were the leading causes o f activity 
lim itation for people 45 years o f age and 
over. Asthma was the prim ary limiting con­
dition for children u n d er 17 years of age.
A ccord ing  to d en ta l exam inations o f  a 
sam ple o f  the civilian non institu tionalized
population in the early 1970’s, m ore than  
two-thirds of the population 6 years o f age 
and over needed dental care. More than  half 
o f  th e  peop le  6 -4 4  years o f  age n eed ed  
trea tm ent for decayed teeth . T he  need for 
dental care was g reater am ong people with 
low incom es th a n  am ong  those w ith high 
incomes.
G onorrhea continues to rank first am ong 
reportable com m unicable diseases, although 
data for 1976 and  1977 suggest a reversal o f  
the long-standing upw ard trend , in particular 
for people un d er 30 years o f age.
Low-birth-weight infants are at g reater risk 
o f fu tu re  health  problem s th an  are  o th e r 
infants. In 1976, 7.3 percent o f all infants 
were low-birth-weight. In  general, unm arried  
women had about twice the p roportion  o f  
low-birth-weight infants as m arried  women 
(13 percent versus 6 percent). W om en who 
began prenatal care early were less likely to 
have a low-birth-weight baby.
II. Utilization of Health Resources
Despite an increasing physician-population 
ratio, the annual num ber o f physician visits 
per person has been fluctuating within ra th e r 
narrow  limits. From 1972 to 1976, the ratio 
increased by approxim ately 12 percent to 16 
physicians per 10,000 population, while the 
num ber o f  visits rem ained relatively stable at 
about 5 per person per year.
While am bulatory care is provided prim ar­
ily in physicians’ offices, individuals in low 
income families, m em bers o f  racial m inority 
groups, and residents o f  the core counties o f 
m e tro p o litan  areas ob ta in  a g re a te r  th a n  
average portion o f their care from  hospital 
o u tp a tie n t  d e p a r tm e n ts  a n d  em erg en cy  
rooms.
People visit a doctor’s office for medical 
exam inations m ore often  than  for any o ther 
reason. Acute u p p e r resp irato ry  infections 
(except influenza) was the leading diagnostic 
category for males and  females in 1975-76; 
these infections were most frequen t in chil­
d ren . For males, h eart disease was the second
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most common diagnosis; for females, hyper­
tension.
Subscribers to prepaid  group medical plans 
average fewer days o f hospital care, but have 
m ore am bulatory physician contacts, than do 
individuals with o th e r form s o f insurance 
coverage. For exam ple, in 1975, the num ber 
of hospital days for persons in prepaid  group 
plans averaged 628 per 1,000 persons, com ­
pared with 785 days for persons insured on 
a fee-for-service basis. T he average num ber 
of physician visits was 5.6 and 4.8 for the two 
groups, respectively.
Utilization o f dental services varies m ark­
edly with socioeconomic status. In 1975-76, 
people in families with incomes o f $15,000 or 
more reported  twice as many visits per p e r­
son (2.1) as people in families with incomes 
under $5,000 (1.1). The income differential 
was particularly great for children and  the 
elderly.
An estim ated  32 m illion people, o r 15 
percent o f the population, had mental disor­
ders in 1975. About 75 percent received care 
as outpatients in either medical or m ental 
health treatm ent settings.
T he volume o f  care provided in short-stay 
hospitals has been increasing. From 1971 to 
1976, the num ber o f discharges increased by 
11 percent to 36.5 million, and the num ber 
o f days o f care increased by 5 percent to 
292.4 million.
Projected increases in the population’s p ro ­
portion o f elderly—the most frequent users 
o f hospital services—will alone account for 
increasing dem and for such services in the 
fu ture. Also adding to the dem and is the 
increase  in the n u m b e r o f  days o f  care 
utilized by the elderly. From 1965 to 1975, 
the n u m b er o f days o f hospital care per 
person 65 years o f age and over increased by 
21 percent, about 372 times the increase for 
the total population.
A lthough childbirth was the most common 
reason for hospitalization in 1975-76, heart 
disease, cancer, and fractures accounted for 
more days o f care. H eart disease and cancer 
alone accoun ted  fo r  ab o u t a fifth  o f  all
hospital days and  a th ird  o f the days for 
people 65 years o f age and over.
People in families with low incomes are 
generally hospitalized more often and, once 
hosp ita lized , they rem ain  in the  hospita l 
longer than people with h igher incomes. The 
income differential in length of stay is most 
pronounced for people under 65 years of 
age. On the average, people 45-64 years of 
age with incomes less than $5,000 spent more 
than 372 days longer in the hospital than 
people with incomes o f $15,000 or more.
A pproxim ately 40 percent o f the people 
hospitalized in 1975-76 underw ent surgery. 
Among patients o f all ages, biopsies were the 
most frequently perform ed procedure. T o n ­
sillectomy was the most common operation 
for children, bu t the rate was half of w hat it 
was in 1965-66 (8.5 com pared with 16.2 per
1.000 children under 15 years o f age).
T he num ber o f operations per 1,000 per­
sons increased by almost 25 percent during 
the  perio d  1965—66 to 1975—76. For the 
elderly, the likelihood o f having an operation 
increased by 44 percent during  the 10-year 
span. For w om en, m ore than  272 times the 
p ro p o rtio n  o f  deliveries involved cesarean  
section in 1976 than in 1965.
T he  institu tionalized  popu la tion  in the 
United States is predom inantly elderly—two- 
thirds are 65 years o f age and  over—and 
female (60 percentj. Nursing home residents, 
in particular, are elderly—85 percent were at 
least 65 years of age, and 70 percent were 75 
years of age and over.
In 1976, 60 p e rce n t o f  n u rs in g  hom e 
residents were discharged to another health 
facility. About half o f all residents discharged 
from nursing homes in 1976 had been there 
for less than 3 m onths and 12 percent for no 
•more than 6 months. Less than 10 percent 
had been in a nursing hom e for 3 years or 
more.
During the past two decades, treatm ent for 
the m entally ill sh ifted  from  in p a tien t to 
outpatien t care. While the num ber o f epi­
sodes in S tate an d  coun ty  h osp ita ls  p e r
100.000 population declined by 44 percent to
x
283 in 1975, the num ber o f  episodes per
100,000 population increased in all ou tpa­
tient facilities by m ore than  9 times to 2,185. 
U tilization o f  psychiatric units o f  genera l 
hospitals also increased du ring  this period. 
By 1975, 81 percent o f all episodes o f care 
were provided in ou tpa tien t settings or in 
short-stay general hospitals.
C ontributing to the decline in use o f State 
hospitals were the use o f psychotropic drugs, 
the changing ideology o f  care for the m en­
tally ill, and  Federal support of nursing home 
care for the chronically mentally ill th rough  
the Medicare and  Medicaid program s.
III. Health Care Resources
O ne out o f every seven new jobs created 
between 1970 and  1977 was in the health 
care industry. T he num ber o f people em ­
ployed in the industry grew by 50 percent 
during this period to 6.3 million, while the 
num ber employed in the total economy grew 
by only 18 percent. T he increase during  this 
same period in the health services com ponent 
o f the Gross National Product (GNP) was also 
g reater than  the increase in the overall GNP.
Physician-population ratios have been re ­
cently increasing ra ther rapidly in most West­
ern  industrialized countries. In the United 
States, the ratio increased 10 percent between 
1960 and 1970. Projections o f additions and 
losses to the physician supply in the U nited 
States suggest tha t the physician-population 
ratio will continue its rapid increase for at 
least ano ther decade.
A substantial majority o f  office-based phy­
sicians still work as solo practitioners o r in 
two-physician partnerships. T he percent o f 
physicians w orking in g roup  practices has, 
however, been growing relatively rapidly d u r­
ing the past several years, from  18 percent in 
1969 to 24 percent in 1975.
Physicians and dentists are d isproportion­
ately concentrated in m etropolitan areas. In 
1976, there was an average o f 19 physicians 
per 10,000 population in m etropolitan areas, 
com pared with 8 per 10,000 in nonm etropol­
itan areas. T he recen t grow th in the  supply 
o f physicians has not m aterially reduced  the 
geographic imbalance.
Considerable geographic variation exists in 
the supply o f  health  personnel relative to 
population. T he  N ortheast had the highest 
ratios o f physicians, registered nurses, den ­
tists, and dental hygienists. T he  South had 
the lowest physician-population ratio bu t em ­
ployed m ore allied medical personnel, espe­
cially practical nurses.
Com m unity hospitals provide most o f the 
hospital care in the U nited States. In  1976, 4 
out o f 5 hospitals (6,054) were com m unity 
hospitals, and  they contained 71 percent o f 
all hospital beds. T he num ber o f  beds per
1,000 persons increased from  3.6 in 1960 to
4.6 in 1976.
O ne o f  th e  s ta n d a rd s  set fo r th  in th e  
N ational G uidelines fo r H ea lth  P lann ing  
states tha t the num ber o f non-Federal short- 
stay hospital beds should generally be less 
than  4 p e r  1,000 popu la tion  in a H ealth  
Service Area. In  1976, only 14 States had 
le w er beds th a n  th e  p ro p o se d  s ta n d a rd , 
whereas in 1950, before the H ill-Burton Pro­
gram  was fully im plem ented, 36 States had 
fewer. Hill-Burton funds were used for the 
m odernization o f outm oded hospital facilities 
and new construction.
T he  nu m b er o f  n u rsing  hom e beds in ­
creased about 10 percent per year between 
1963 and  1971; however, du ring  the 1970’s, 
the rate o f grow th slowed substantially to less 
than 4 percent per year. In  1976, there  were
1.4 million beds in nursing  homes.
IV. Health Care Costs and 
Financing
N atio n a l h e a lth  e x p e n d itu re s  ro se  to 
$162.6 billion in fiscal year 1977, o r $737 per 
person. This health expenditu re  accounted 
for the largest share o f the Gross National 
Product yet reported  for health expenditures 
(8.8 percent).
While total health expenditures have risen 
at an average annual rate  o f 10.1 percent
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since 1950, they experienced accelerated in­
creases since 1965 with average annual in­
creases o f 12.7 percent. H alf of this increase 
has resulted from price increases.
Between 1950 and  1977, an increasing  
proportion of total health care expenditures 
was spent on inpatient care (i.e., hospital and 
nursing home care). Hospital care expendi­
tu res alone accoun ted  fo r 40 p e rcen t o f 
national health expenditu res in fiscal year 
1977, com pared with 31 percent in fiscal year 
1950. N ursing hom e expenditu res jum ped  
from less than 2 percent o f all health expend­
itures to 8 percen t, increasing  alm ost 17 
percent annually.
Between 1965 and 1977, public expendi­
tures rose at nearly twice the rate o f private 
expenditures. By 1977, public expenditures 
accounted for 42 percent of all spending for 
health care, up from the relatively stable 25 
percent share from 1950 to 1965, the years 
ju s t preceding im plem entation of Medicare 
and Medicaid.
Nearly 60 percent o f public program  ex­
penditures ($36.2 billion) were devoted to 
hospital care, with the largest am ounts paid 
by the Medicare program . Physicians’ services 
accounted for an additional $7.8 billion, or 
12 percent of the total, followed closely by 
outlays for nursing home care o f $7.2 billion, 
o r 11 percent.
Per capita payments by the Medicare pro­
gram varied am ong geographic regions. In 
both 1971 and 1976, per capita payments for 
hospital care under M edicare were highest in 
the N ortheast and lowest in the South, while 
per capita payments under M edicare’s sup­
plem entary medical insurance program  were 
highest in the West and lowest in the N orth 
C entral Region. M assachusetts, New York, 
Nevada, and California had the highest aver­
age per capita reim bursem ent levels in 1976.
Per capita expenditures for personal health 
care services increased sharply with age. In
fiscal year 1976, $249 was spent for each 
person un d er 19 years o f age, $547 for those 
19-64 years o f age, and $1,521 for people 65 
years of age and over.
About 11 percent o f the civilian population 
did not have health care coverage in 1976. 
C overage was lowest in n o n m e tro p o litan  
areas, in the South, and am ong people with 
low family incomes.
Private health  insurance paid fo r m ore 
than one-quarter o f all health care expenses 
in fiscal year 1977. T he bulk o f these pay­
ments were for hospital care (61 percent) and 
physicians’ services (30 percent).
Historically, medical care price increases 
have exceeded the increases registered by the 
total Consum er Price Index. Between 1950 
and 1970, medical care prices increased al­
most twice as fast as all prices, but in the 
1970's they rose only slightly faster than all 
prices.
In 1977, medical prices rose at about the 
same rate (9.6 percent) as in 1976 (9.5 per­
cent j, bu t these were substantially h igher 
rates o f  increase than  those rep o rted  up 
through 1973.
Since the in troduction  o f M edicare and 
Medicaid in 1965, the annual rate of increase 
in the cost per day of hospital care has been 
about 14 percent, up from 7 percent during 
the preceding 10 years.
Payroll costs as a proportion o f hospital 
costs have been decreasing  steadily since 
1966, when they were 61 percent, to a little 
m ore than  ha lf the cost o f hospital care in
1976.
Cancer is one of the most costly disease 
categories, surpassed only by diseases o f the 
circulatory system, external causes, and dis­
eases of the digestive system. T he indirect 
cost o f mortality was the largest com ponent 
of the economic cost o f cancer.
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D uring the last 25 years, the health indus­
try  in th e  U nited States has grow n m uch 
m ore rapidly than  the econom y as a whole. 
H ealth expenditu res as a percentage o f the 
Gross National P roduct have doubled from
4.5 percent in 1950 to 8.8 percent in 1977 
(Part B, table 146). Such a substantial sh ift in 
the resources allocated to health care has not 
been accom panied by com parable increases 
in the basic utilization o f the health  system, 
but ra ther, by continuing changes in the size, 
complexity, and cost o f the service package 
represen ted  by a day o f hospital care o r a 
physician visit. Per person utilization o f  hos­
pital days increased only 6 percent between 
1965 an d  1975 (N C H S, 1977a), a n d  the  
n a tio n a l physician-visit ra te  fo r 1976 ex­
ceeded  th e  n u m b e r o f  physician  visits p e r 
person in 1966 by only 14 percen t (NCHS, 
1977b; NCHS, 1968). However, the price o f 
a semiprivate hospital room  m ore than  tri­
pled from  1965 to 1975. Physician fees nearly 
d o u b le d  o ver th e  10-year p e r io d , r is in g  
slightly faster than  the rate  for all items in 
the  C onsum er Price In d ex  (P art B, table 
171).
T he  rapid  inflation o f  health  care costs, 
a n d  o f  h o sp ita l costs in  p a r t ic u la r ,  has 
alarm ed both governm ent officials and  the 
American public. As noted in testim ony to 
the U.S. Council on Wage and Price Stability 
(1976), health care has come to rep resen t a 
heavy burden  for the private sector. G overn­
a P repared  by Ira  E. Raskin, Ph.D ., R osanna M. 
Coffey, a n d  Pam ela J . Farlev, N ational C e n te r  fo r 
H ealth  Services Research.
m ent health  budgets are being squeezed be­
tween the pressure o f  inflation and  the pres­
su re  fro m  ta x p a y e rs  to  re d u c e  p u b lic  
expend itu res. A t a tim e w hen th e  ann u a l 
increase in the total Federal and  State cost o f 
M edicare and Medicaid will am ount to about 
15 p e rcen t in  fiscal y ear 1978 (O ffice o f 
M anagem ent and  B udget, 1978), cost con­
tainm ent has em erged  as a nearly essential 
p re req u isite  fo r  co n tin u ed  p u rsu it o f  the  
positive goals o f  public health  policy (Rosen­
thal, 1978).
T he country’s deep, historic com m itm ent 
to hea lth  care  is re flec ted  in  in stitu tional 
arrangem ents th a t encourage its continued 
grow th and  developm ent, including personal 
income tax deductions fo r medical expenses 
and  insurance prem ium s, provision o f  health 
insurance as an em ploym ent benefit, public 
subsidies fo r health  m anpow er train ing and 
research and  developm ent, and governm ent 
financing o f  health  care fo r the poor and  
elderly. However, this com m itm ent has now 
come to rep resen t such a substantial claim on 
the N ation’s resources as to arouse concern 
tha t o ther public and  private priorities are 
being threatened .
T h ere  are two aspects o f the cost-contain­
m ent issue tha t ou g h t to be distinguished. 
T h e  first is one o f efficiency. Can the upw ard 
tren d  in health costs be slowed by encourag­
ing greater efficiency in the health  system’s 
use o f  resources? If  such economies could be 
realized, then  fu rth e r increases in the con­
sum ption o f health care need not necessarily 
requ ire  the sacrifice o f  alternative goals and
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consum er dem ands. At a h ighe r level o f 
discussion, this question even extends to con­
sideration o f the relationship between health 
care and health itself. It is possible that there 
are m ore cost-effective ways to im prove the 
health status o f the population than to spend 
m ore money on medical care services.
T he second aspect o f the cost-containm ent 
issue deals with to tal resource allocation. 
Does the allocation o f  10 p ercen t o f the 
country’s resources to health care accurately 
reflect the im portance of health am ong na­
tional consum ption  p rio rities?  For m any 
o th e r services, this issue can be resolved 
satisfactorily in the m arketplace; people sim­
ply reveal their preferences by the way they 
spend their money. In the health industry, 
how ever, it is o ften  th e  case th a t the  p ro ­
viders and  consum ers who m ake the  con­
sum ption decisions do not bear the im m edi­
a te  f in a n c ia l co n se q u e n c e s . B ecause  o f 
insurance coverage and governm ent and em ­
ployer subsidies, the re  is a tendency to u n ­
dervalue the real costs o f health services that 
are consum ed and, as a result, to consum e 
perhaps more than is truly w arranted. How­
ever, the relative grow th o f health expendi­
tures is at least in part a reflection of genuine 
social preferences that arise from  such factors 
as the aging o f the U.S. population and rising 
real incomes.
T he main purpose o f this chap ter is to 
identify the cost-containm ent strategies that 
have been proposed and to report on find­
ings from the research literature that may be 
helpful in evaluating their effectiveness. In 
o rder to set the stage for this presentation, 
the structural peculiarities of the health sec­
tor that tend to interfere with the satisfactory 
reso lu tion  o f  the efficiency and  resou rce  
allocation issues implicit in cost containm ent 
must first be discussed.
EFFICIENCY, RESOURCE 
ALLOCATION, AND 
PECULIARITIES OF THE HEALTH 
SYSTEM
Perhaps the most significant peculiarity of
the health care system is the infinite complex­
ity o f the service that it offers. Among its 
many dimensions are prevention, treatm ent, 
and cure o f injury and disease; maintenance 
o f patients with incurable and chronic ill­
nesses; caring and reassurance; reduction of 
risk; and resolution of diagnostic and prog­
nostic uncertainties.
Given the practical impossibility of defining 
a standard unit of health care which encom ­
passes all o f these considerations, it is also 
very difficult to m onitor the efficiency o f 
health care providers. Attempts to constrain 
the costs of a service, as m easured along one 
dimension, are likely to produce cutbacks in 
some other aspect o f care. As a result, service 
providers are traditionally reim bursed for 
whatever costs are incurred rather than on 
the basis of a standard rate. Such a system, 
unfortunately, neither rewards efficiency nor 
penalizes waste. H osp itals, fo r exam ple , 
which are automatically reim bursed for all 
allowable expenses incurred during  the p re­
vious year, are largely assu red  th a t new 
equ ipm ent and expanded facilities will be 
paid for, no m atter how excessive their cost.
Physician reim bursem ent, w hether from  
commercial insurance carriers, governm ent 
in term ediaries, or Blue Cross/Blue Shield 
insurers, is generally based on "customary, 
prevailing, and reasonable charges.” The ac­
tual reim bursem ent rate, known as the rea­
sonable charge, is equal to the lowest of one 
of three figures—the charge actually billed 
by the physician, the physician’s customary 
charge, or a specified statistical combination 
of the prevailing charges of all physicians in 
the local area (B urney and Gabel, 1978;. 
Hence, it does not pay for a physician to 
charge any less than o ther physicians in the 
area. Since the actual rate reim bursed by 
insurance carriers increases as the fees of all 
physicians in the area are raised, such reim­
bursem ent practices are ineffective in re ­
straining costs (Holahan et al., 1978).
A second implication of the complex and 
multidimensional nature o f health services is 
tha t th e re  are m any possible avenues o f 
technological advancement. It has been esti­
mated that approxim ately 75 percent of the 
increase in hospital costs, relative to general 
inflationary trends in the economy, can be
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attributed to the increased resource intensity 
o f  a day o f  h o sp ita l care  (F eldste in  and  
Taylor, 1977). New technology is one o f  the 
factors responsible for this tren d  (Redisch, 
1978), although its net im pact on health costs 
has yet to be accurately m easured (W agner 
and Zubkoff, 1978).
T he significant feature o f technical change 
in the health care m arket is tha t it may be 
worthwhile without having a clear, dem on­
strab le im pact on health  outcom es o r  on 
treatm ent costs. For instance, the benefits o f 
a new technology may be in a h igher level o f  
d iagnostic certa in ty  o r  in a red u c tio n  o f  
danger o r discom fort to the patient. A ddi­
tionally, technological innovations are often 
cost raising ra ther than cost reducing. T here  
is little question  th a t th e  in tro d u c tio n  o f  
antibiotics and o ther drugs prior to 1950 was 
cost effective in term s o f  the lives that were 
saved. T h e  m ajor costs o f  these advances 
were for research and  developm ent and  m ar­
keting. Yet o ther technological developm ents 
such as chem otherapy, organ transplantation, 
and  intensive care facilities for heart attack 
and burn  victims require extensive outlays 
for equ ipm ent and skilled personnel (Rice 
and Wilson, 1976), and are often m ore im ­
po rtan t in prolonging life or in reducing the 
risk o f com plication than in producing  an 
ou trigh t cure.
How such changes im pact on the cost o f 
treating selected illnesses has been exam ined 
in a research study conducted by Scitovsky 
and  McCall (1976). According to the study, 
changes since 1951 in trea tm ent m ethods fo r 
specific illnesses have raised per-patien t costs 
in some instances and saved money in others; 
however, the overall net effect o f  changing 
medical technology has been to make trea t­
m ent m ore expensive. Cost increases can be 
attributed to g reater use o f diagnostic tests, 
m ore frequent use o f  specialists (particularly 
in hospitals), and  the m ore costly natu re o f 
medical and surgical procedures. T he notable 
increase in the cost o f  trea ting  heart attacks 
has la rg e ly  b een  a re s u lt  o f  th e  use o f  
intensive care units and  o ther special facili­
ties. Yet the p resent m ethod o f treating heart 
attacks is an exam ple o f  a medical innovation 
that should perhaps be exam ined m ore care­
fully. O ne recent study o f  the effectiveness
o f early hom e care versus ex tended  hospital 
stays for h eart attack victims suggests tha t 
there is no difference in outcom es for low- 
risk p a tien ts  w ho a re  re leased  early  and  
spared the economic expense o f  hospital care 
(M cNeer et al., 1978). Such conclusions, o f 
course, a re  ten ta tiv e  and  re q u ire  fu r th e r  
validation.
All in all, technological change seems to 
p resen t m ore o f  a chance to ex p an d  the  
capabilities o f the health  system at signifi­
cantly increased cost, than to econom ize on 
the intensity o f  its resource use. As in the 
case o f coronary  care units, the  system is 
constantly confron ted  with the problem  o f 
w eighing all too obvious costs against benefits 
that are often m ore a m atter o f subjectivity 
and risk than  tangible outcom e. W ere it not 
for the additional complication in troduced  by 
institutional arrangem ents tha t often divorce 
health  care purchasing  decisions from  the 
responsibility for paym ent, it would not be so 
im portan t for policymakers and  researchers 
to try  to assess these trade-o ffs. In  o th e r 
areas, a simple test is available fo r determ in­
ing  w h e th e r  even in tan g ib le  benefits  a re  
worth the ir cost: Are consum ers willing to 
pay the price? U nfortunately, this test gives 
false readings in regard  to health  care.
First o f  all, th e  scientific and  technical 
content o f health services is o ften  so great 
th a t p a tien ts  a re  n o t able to  m ake fully 
inform ed choices. T h ere  is even a tendency 
to view the  costliness and technical sophisti­
cation o f various services as a signal o f  their 
quality. P articu larly  in  re g a rd  to hospita l 
services an d  diagnostic tests, patients depend  
on the services o f  a skilled and highly trained  
“purchasing agen t” (i.e., a physician) to assist 
them  in th e ir  utilization decisions. In  dis­
charging the ir professional responsibility for 
safeguard ing  the welfare o f  th e ir patients, 
physicians a re  no t likely to econom ize on 
services that o ffer even the smallest chance 
of benefit, particularly since they bear none 
o f  the cost and  are trained  to focus on patient 
needs. O ne research study uncovered a 17­
fold variation in laboratory  test costs tha t 
could not be explained by the type o r severity 
o f  the medical conditions seen by the  in te r­
nists involved (S chroeder e t al., 1973). T h e  
same evaluation dem onstrated  tha t the cost
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of laboratory tests could be reduced 29 per­
cent by simply inform ing the physicians of 
the wide disparities in their behavior.
It was observed in a theoretical discussion 
o f this issue that the cost o f the resources 
consum ed in a day o f hospital care is neither 
fully a p p a re n t to the  physician no r fully 
reflected in the patient’s bill (Redisch, 1978). 
Institutional health care settings base their 
prices on average costs; prices are calculated 
by dividing direct operating costs and over­
head expenses by the num ber of patient days 
an institution expects to provide. Such pric­
ing policies spread the cost o f the hospital's 
services across all patients, p ro tec ting  the  
m ore expensive patients from  the full cost of 
the resources used.
An even more significant feature o f the 
health system which separates the paym ent 
responsibility from  the decision to seek care 
is the  w idesp read  coverage o f  health  ex­
penses by public and private insurance p ro ­
grams. In fiscal year 1950, only 31.7 percent 
of all personal health care expenditures were 
paid by private health insurance, governm ent 
program s, and philanthropy; in fiscal year 
1977, 69.7 percent o f health  expenditu res 
were covered by th ird  parties (Part B, table 
153). Hospital expenses in particular were 
almost completely covered by third parties— 
94.1 percent in fiscal year 1977 (Part B, table 
162).
Since 1950, the average cost in real re ­
sources o f a day in the hospital has increased 
almost 5 times, but the out-of-pocket cost to 
the consum er has hardly  changed  in real 
term s (i.e., in relation to the prices o f all 
o ther goods and services) (Feldstein and T ay­
lor, 1977). A lthough these greatly increased 
costs are paid by individuals and their em ­
ployers as health insurance prem ium s, they 
do not affect the dem and for services at the 
time o f purchase. Any indiv idual’s use of 
health services has such a tiny effect on his 
o r her insurance prem ium  that there is no 
incentive to economize. Furtherm ore, having 
already paid for the insurance, patients are 
inclined to get th e ir  m oney’s w orth . T he  
subsidization of health insurance prem ium s 
and related em ployer contributions through 
the present tax system fu rther disguises the
real costs of health care (Feldstein and Tay­
lor, 1977; Mitchell and Phelps, 1976).
COST-CONTAINMENT
STRATEGIES
T he preceding section highlighted the m a­
jo r  reasons fo r believing th a t the  health  
system tends to be w asteful in its use of 
resources and for questioning the reliability 
o f the m arketplace as an institution for o r­
ganizing decisions about the allocation o f 
resources for health care. Yet there  is no 
certain way to go about containing the infla­
tionary growth of health expenditures and 
still ensure an equitable and efficacious sys­
tem o f care (Rosenthal, 1978). W hat is even 
less certain is how to accomplish this objective 
in a m anner that is acceptable to the many 
d iffe re n t in terests th a t are involved. T he 
multiplicity o f com peting interests, the decen­
tralization of decisionmaking, and the incen­
tives to resist cost con tro ls in the  health  
industry may be forces too powerful to per­
mit success (H anft, Raskin, and Zubkoff, 
1978).
Even if a com prom ise could be reached, 
the ap p ro p ria te  d irection for governm ent 
intervention to take is hardly clear. Many 
cost-containment proposals are directed at the 
hospital sector, where the rate of inflation has 
been most severe. It might be easier to intervene 
in the health system through a limited number of 
institu tions than  th ro u g h  some 360,000 
physicians. On the other hand, the advocates of 
policies directed at medical care providers argue 
that the physician’s role in influencing the 
content and level of service is too important to 
ignore.
An alternative approach would be to avoid 
direct intervention and  instead to develop 
policies to restructure the health care market 
in ways that would prom ote efficiency and 
more careful consideration of the costs and 
benefits of expanded service. Some com bina­
tion o f these two strategies would be another 
possibilitv (National Commission on the Cost 
o f Medical Care, 1978).
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In  the following sections, the lessons that 
have come from  experience with a variety o f 
cost-containm ent strategies will be described 
and  analyzed. T he  un in tended , sometimes 
perverse effects o f intervention will also be 
discussed, with a special effo rt m ade to u n ­
derscore the evidence suggesting that cost- 
containm ent instrum ents are often most ef­
fective when com bined.
First to be considered are a num ber o f 
regulatory strategies which would abandon 
any fu rth er reliance on the m arketplace as a 
mechanism for setting the level o f health  care 
spending and would instead plan such allo­
cation decisions explicitly and on the basis o f 
political and technical determ inations. These 
strategies include regulation o f new invest­
m ent in institutional facilities, program s to 
evaluate the existing supply o f hospital beds 
with an eye to their closure or conversion to 
o ther uses, the establishm ent o f ceilings on 
hospital capital expenditures and revenues, 
and policies to limit the supply o f physicians.
It has been argued that limiting the avail­
able supply o f health services will not only 
establish control over the total am oun t o f 
health spending, bu t will also cause the allo­
cated  resou rces to be u tilized  m ore  e ff i­
ciently. U nderlying this argum ent is a grow­
ing conviction tha t w hatever the am ount o f 
hea lth  services available, they  ten d  to be 
utilized. In  hospitals, for exam ple, physicians 
seem to be u n d er pressure to m aintain utili­
zation ra tes  by ad ju stin g  adm issions and  
lengths o f  stay and by m aking use o f  expen­
sive e q u ip m e n t th a t  has b e e n  in s ta lle d  
(Schweitzer, 1978; Roem er and  Shain, 1959; 
May, 1975; Klarman, 1978; Institute o f M ed­
icine, 1976b; McClure, 1976).
A second set o f regu la to ry  strategies is 
concerned  with the developm ent o f re im ­
bursem ent o r rate-setting  policies that will 
induce service providers to devote g rea ter 
energy and attention to maximizing the effi­
ciency o f  th e ir  o p era tio n s . As was noted  
earlier, the prevailing system o f cost-based 
reim bursem ent has exacerbated the expan­
sionary trend  in health spending by failing to 
reinforce a cost-conscious attitude on the part 
o f providers.
Finally, consideration is given to a set o f 
c o s t-c o n ta in m e n t s tra te g ie s  th a t  w ould
strengthen the m arketplace as an instrum ent 
for im posing discipline on health  care costs 
by bringing the financial and  decisionm aking 
responsibilities, closer together and  by foster­
ing  com petition  am ong  service p rov iders. 
P roponents o f these less regulatory  strategies 
note tha t d irect public controls necessarily 
involve the explicit rationing o f  a restricted 
supply o f health  services am ong com peting 
uses, all o f which are potentially worthwhile. 
T hey argue tha t the traditional reluctance o f 
ou r society to weigh the benefits o f m ore and 
better health care against its cost in m onetary 
term s is no m ore likely to be challenged in 
the political arena than it has been in the 
health care m arketplace (H avighurst, 1977). 
M arket reform s, such as the in troduction o f 
m ore extensive consum er cost sharing in the 
health insurance system o r the prom otion o f 
p repaid  g roup  practice, are proposed  as a 
way o f allowing for subjective valuation o f 
the benefits o f health  care, while assuring 
that patients and providers are m ore fully 
conscious o f their true  costs.
Supply Controls
Hospital certificate of need.—Certificate-of- 
need program s institute public control over 
the expansion o f hospital capacity by req u ir­
ing form al justification and  review o f p ro ­
posed investm ent projects with costs in excess 
o f  a specified dollar am ount. T h e  National 
H ealth  P lanning and  Resources D evelopm ent 
Act o f  1974 (Public Law 93-641) requires 
tha t all States receiving Federal funds u n d er 
the  law in tro d u ce  certifica te-of-need  p ro ­
gram s by 1980. Certificate o f need was in 
limited operation even before the passage of 
Public Law 93-641, with several States having 
already initiated their own program s; in ad­
dition, Section 1122 o f  the Social Security 
Act A m endm ents o f  1972 (Public Law 92­
603) required  controls o f this type u n d er the 
M edicare, Medicaid, and M aternal and  Child 
H ealth reim bursem ent program s.
Descriptive and em pirical studies o f  expe­
rience with certificate-of-need and  Section 
1122 program s have docum ented a num ber 
o f p roblem s w ith the  app ro ach . A m ajor
difficulty has been the impossibility o f speci­
fying objective, quan tifiab le  s tan d ard s  o f 
“need” (Klarm an, 1978; Leveson, 1978). In 
light o f the highly em otional, political, and 
technical considerations involved in assigning 
a m onetary value to the benefits o f lifesaving 
services, p lann ing  agencies face a difficult 
task in reviewing proposals for new equip­
m ent (Klarman, 1978). Furtherm ore , inade­
quate funding, staffing, and review standards 
may cause regulators to depend  too heavily 
on inform ation and technical expertise from 
the service providers that they are supposed 
to control (Noll, 1975; Salkever and  Bice, 
1978; H avighurst, 1975).
A second difficulty is that the effect o f 
certificate o f need in protecting existing hos­
pitals from  new com petition  rem oves one 
potential incentive for efficiency. It has also 
been observed that, because there is no upper 
limit on the total am ount o f investm ent that 
can be approved and because they control 
only new facilities, cu rren t certificate-of-need 
program s are  n e ith er com pelled to weigh 
alternative investm ent priorities nor em pow­
ered. to rechannel resources into uses more 
desirable than the projects that happen to be 
proposed.
T he most widely publicized empirical study 
o f the certificate-of-need process exam ined 
State program s in operation from  1968 to 
1972, a period  o f tim e tha t p receded  the 
enactm ent o f Public Law 93-641 (Salkever 
and  Bice, 1978). This study co rrobo ra ted  
o ther tentative, empirical evidence that certif­
icate-of-need  and  Section 1122 p rog ram s 
were effective in curtailing  bed expansion 
(R o th e n b e rg , 1976; B icknell an d  W alsh,
1975). However, additional analyses indicated 
that certificate o f need was not an effective 
instrum ent for containing total hospital costs. 
It appeared that certificate-of-need program s 
had induced a shift in the com position o f 
hospital investm ent away from  new beds and 
into o ther types o f facilities and equipm ent, 
with the composition o f annual expenditure 
increases affected but not the rate o f increase 
in hospital cost (Salkever and Bice, 1978).
F urther research on five States with early 
certificate-of-need program s (New York, Cal­
ifornia, Connecticut, M aryland, and Rhode 
Island) showed no consistently significant ef­
fect of certificate o f need on hospital invest­
ment. A lthough some positive findings were 
observed for New York, the interpretation 
was clouded by the Economic Stabilization 
P rogram  an d  by the fiscal re s tra in t th a t 
affected New York State's public expend i­
tu res  (Salkever and Bice, in press). T his 
suggests that the effect o f certificate o f need 
on costs is an issue that has not yet been 
satisfactorily resolved. It may be tha t the 
effectiveness o f certificate-of-need agencies 
may im prove with time. Program  m aturity 
has been identified elsewhere as one o f the 
factors which seems to influence the effec­
tiveness o f  in v estm en t co n tro ls  (H ow ell, 
1977).
T here  are o ther reasons that these evalua­
tions o f the long-run impact o f certificate-of- 
need program s are inconclusive. Because cer­
tificate of need was most likely to be insti­
tu ted  before Public Law 93-641 in States 
where the pressures for expansion were most 
intense, one m ight have expected to observe 
a relatively g reater increase in nonbed invest­
m ent in those particular States anyway. Fur­
therm ore, prior to and in anticipation o f the 
regulatory program , hospitals may have com­
m itted themselves to a plan o f accelerated 
investment and construction that carried over 
into the early period o f regulation (Hellinger,
1976).
W hatever the experience with certificate of 
need so far, the effectiveness o f such pro ­
grams may be enhanced in the future. For 
exam ple, the C arter Administration has p ro ­
posed a limit on capital expenditures to be 
a llocated  am ong  the  S tates as p a r t o f  a 
national hospital cost-containm ent policy (Ti­
tle II , H .R. 6575). Each State w ould be 
limited to a federally determ ined ceiling on 
certificate-of-need approvals, thereby estab­
lishing a national limit on annual hospital 
investment. Presumably, imposition o f these 
ceilings would force local planning agencies 
to evaluate the  trad e -o ffs  am ong  various 
investment proposals ra ther than review each 
certificate-of-need  application  in isolation 
from  the others received over the course o f a 
year.
T he continuing developm ent and applica­
tion o f supply and utilization standards, such 
as those provided in the recently published
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N ational G uidelines fo r H ealth  P lann ing  
(Public H ealth  Service, 1978), should  also 
im prove certificate-of-need program s. G en­
erally, th e re  may be serious lim itations to 
using standards o f need that may not ade­
quately reflect local preferences and that, if 
expressed in simple arithm etic form ulas, can­
not capture the peculiar health problem s and 
resource configurations o f d ifferen t com m u­
nities. Nevertheless, the imposition o f a hos­
pital-supply ceiling (4 beds per 1,000 p o p u ­
lation) and  an occupancy stan d ard  (80 p e r­
cent) has been  p ro p o sed  in h o sp ita l cost- 
containm ent legislation for use in conjunction 
with certificate o f need (Title II, H.R. 6575). 
Specifically, areas not m eeting these stand­
ards would be prohibited from  granting  cer­
tificate-of-need approval unless two old beds 
were rem oved for each new one added. Only 
17 o f 212 H ealth Service Areas would have 
qualified  to expand  bed capacity in 1974 
under these standards (D unn and Lefkowitz, 
1978).
In  ad d itio n  to m ore  fo rm al linkage o f  
p lanning  agencies and  .rate-setting au tho ri­
ties, a set o f controls com plem entary to certif­
icate o f need m ight also include utilization 
review, limits on the supply o f physicians, 
and  various form s o f investm ent p lanning  
(H anft, Raskin, and Zubkoff, 1978; Dowling, 
1974; Bauer, 1978).
Hospital conversion and closure.—Certificate 
o f  need  in its p resen t fo rm  is a strategy 
limited to controlling the growth, and  not the 
cu rren t availability, o f the supply o f  hospital 
beds. Studies have estim ated th a t cu rre n t 
excess hospital capacity in this coun try  is 
between 60,000 and 100,000 beds (Institute 
o f Medicine, 1976b). T he. elim ination o f this 
excess capacity could offer potential savings 
on the o rd er o f $.5 to $5 billion depending , 
respectively, on w hether portions o f existing 
facilities o r  e n tire  hosp ita ls  w ere closed 
(M cClure, 1976). It is no t surprising, th e re ­
fore, th a t proposals have been advanced to 
offer Federal incentive paym ents for closure 
o f  unnecessary  in p a tien t facilities o r th e ir  
conversion  to  som e o th e r  use. U n d e r the 
supervision o f State and  local health planning 
agencies, these  paym en ts  w ould  cover the  
costs o f  m erg ing  w ith o th e r  facilities, o u t­
s ta n d in g  hosp ita l deb ts, an d  new cap ital 
funds for conversion.
An alternative to offering  financial rewards 
for the closure o f unnecessary facilities is the 
adoption o f a m ore punitive approach. I t has 
been proposed, for exam ple, tha t planning 
agencies should designate those institutions 
tha t ough t to cease operations because o f  
th e ir  “in a p p ro p ria te n ess” (T itle I I I ,  H .R. 
9717). Financial sanctions, tha t is, the with­
h o ld in g  o f  a specified  p e rcen tag e  o f  th e  
hospital’s reim bursem ent u n d e r Federal fi­
nancing program s, would penalize any fail­
u re to comply.
It is to be expected tha t attem pts to close 
hospitals will m eet stiff com m unity resistance, 
as was the case in Canada (A rm strong, 1978). 
Closing hospitals will im pose losses in em ­
ploym ent, com m unity  prestige, and  o th e r 
aspects o f  social welfare tha t have not, and 
perhaps cannot, be m easured (H anft et al., 
1978). Unless new hospital staff privileges for 
physicians are arranged  elsewhere, the poten­
tially serious im pact on both  the ir incomes 
and  the quality o f  the ir services may also 
generate considerable resistance to hospital 
closure (K larm an, 1978).
T he  political viability o f  closing com m unity 
hospitals is likely to depend  on w hether or 
no t com pensation is offered in the form  o f 
new, less costly health  facilities o r funds for 
o th e r desired  services. Cost consciousness 
involves m aking explicit choices between al­
ternative uses o f scarce resources. Unless the 
affected com m unities are given a share o f 
the savings to be realized from  closing u n ­
needed facilities, they are not likely to either 
make or accept such difficult decisions.
Mandatory hospital revenue ceilings.—T h e  
Economic Stabilization Program  o f 1971-74 
and the hospital cost-containm ent legislation 
proposed in T itle I o f H.R. 6575 are illustra­
tive o f a cost-containm ent strategy in which 
each institution is requ ired  to spend against a 
fixed and predeterm ined  revenue limit. A 
distinguishing featu re o f  this approach , in 
contrast to various reim bursem ent strategies, 
is that it breaks the usual connection between 
the hospital’s revenues and  its costs (Congres­
sional Budget Office, 1977; Altm an and Wei­
ner, 1977). Furtherm ore , it is not the price 
o f a hospital day that is regulated, bu t ra th e r
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the total revenues that a hospital may receive 
over the course o f a year.
Phase II o f the Economic Stabilization Pro­
gram limited the rise in total hospital revenue 
because of price increases to 6 percent more than 
the prev ious year, a total increase o f 
approximately 8 percent after adjustment for 
increased service intensity. While the program, 
administered by the Cost of Living Council, was 
apparen tly  effective in reducing  the wage 
increases of hospital employees, it did not seem 
to have the same effect on overall hospital costs. 
T he explanation for the program ’s minimal 
impact seems to have been a combination of the 
ambiguity o f the regulations, perverse incentives 
to increase hospital admissions and lengths of 
stay, and the expectation that controls would be 
short-lived and would not, therefore, require 
cost-saving managerial changes (Ginsburg, 1978; 
Lipscomb, Raskin, and  Eichenholz, 1978). 
Although the inflation of the hospital component 
of the Consumer Price Index did slow during the 
program, this trend began prior to the initiation 
o f controls and, therefore, cannot be clearly 
attributed to their presence. The acceleration of 
hospital inflation subsequent to the termination 
o f  Cost o f Living Council controls would 
nevertheless suggest that the program did have a 
significant influence (Lave and Lave, 1978). In 
any event, it would be fair to say that evaluation 
of the Phase II experience has not produced 
definitive conclusions.
T h e  re c e n tly  p ro p o se d  h o sp ita l cost- 
con ta inm en t legislation (Title I, H.R. 6575) 
bears a close similarity to the final version of 
the Econom ic Stabilization P rogram , Phase 
IV, which was never im plem ented . In con­
tra s t to Phase II , Phase IV w ould  have 
rewarded shorter lengths of stay by regula­
ting revenue increases on the basis of patient 
adm issions ra th e r  than  p a tien t days. Also, 
Phase IV would have restric ted  re im b u rse­
m ent per case to a declin ing ra te  beyond a 
specified  increase  in adm issions, th e reb y  
elim inating  the incentive u n d e r Phase II to 
ob ta in  m ore revenue  by ra ising  the adm is­
sions rate (Lipscomb, Raskin, and Eichenholz, 
1978).
Restricting the number of physicians. — I he 
physician’s key role in determ ining the level 
and mix o f resources em ployed in the deliv­
ery of health care was referenced earlier. It
has been estim ated that 70 percent o f per­
sonal health care expenditures are controlled 
by physicians (Blum berg, to be published). 
Since physicians utilize o ther health services 
such as hospital facilities and laboratory serv­
ices, they have a multiplicative effect on total 
expenditures. On the basis o f data for medi­
cal internists, it could be estim ated that in 
1972 a physician generated an average ex­
pend itu re  o f $240,000 (Lyle et ah, 1974). 
Accounting for inflation, this effect would 
have am ounted to approxim ately $370,000 in
1977.
By 1980, the num ber o f physicians g radu ­
ating from medical and osteopathic schools 
will have doubled since 1966. If  the curren t 
grow th rale in the num ber o f g raduating  
physicians and the inflow o f foreign medical 
graduates is m aintained, the supply of physi­
cians will have increased ano ther 50 percent 
by the year 2000. Similar increases are ex­
pected in the num bers o f o ther allied health 
workers (Morrow and Edwards, 1976).
Theoretically, such increases in the supply 
of providers should produce increased com­
petition for custom ers and subsequent reduc­
tions in price. Physicians, however, are in the 
peculiar position o f being able to influence 
the dem and for their own services. F urther­
more, the usual predictions o f economic the­
ory do not apply to situations w here the 
public’s dem and for a service is practically 
insatiable in the aggrega te , as som etim es 
seems to be the case with health care. As a 
result, it may be that the cu rren t rate of 
increase in the availability of physicians is a 
factor directly responsible for placing add i­
tional pressure on health care costs.
By limiting the entry o f foreign medical 
g rad u a te s  in to  this co u n try , the  Federal 
health m anpow er legislation enacted in 1976 
(H ealth Professions Educational Assistance 
Act o f 1976) signaled a m ajor shift away 
from  traditional policies o f encouraging in­
creases in the supply o f physicians to a policy 
o f curtailing such increases. O ther restric­
tions that have been proposed would limit 
p rogram s tha t presently  o ffe r su p p o rt to 
medical schools on the basis o f the num ber 
o f students they enroll (i.e., capitation pay­
ments), or would require an American un­
d e rg ra d u a te  deg ree  as a p re req u isite  to r
10
physician licensure (C ongressional B udget 
Office, 1977).
T he  m ajor unresolved problem  with limit­
ing the fu tu re  supply o f physicians involves a 
trade-o ff between controlling health expend­
itures and correcting the existing geographic 
and specialty m aldistribution o f physicians 
(C ongressional B udget Office, 1977). It is 
likely to be m uch easier to redistribute the 
country’s physician resources by redirecting 
the flow of newly trained  physicians than  by 
rearrang ing  the existing supply. For exam ­
ple, by linking institutional suppo rt to in ­
creased train ing opportunities in family prac­
tice o r o th e r  p rim ary -ca re  specia lties , it 
should be possible to increase the proportion  
o f physicians in prim ary care. Similarly, the 
N ational H ealth  Services C orps has been 
developed as a strategy for influencing the 
geographic distribution o f  physicians by of­
fering scholarships with the obligation o f a 
payback o f service in underserved areas. Yet, 
unless a large percentage o f these graduates 
do indeed select and stay in the geographical 
areas and types o f practice w here they are 
most needed, these redistributional objectives 
may not be achieved.
Incentive Reimbursement
Prospective institutional rate setting.—In  con­
trast to traditional, retrospective m ethods o f 
cost-based reim bursem ent, prospective rate 
setting  establishes the  level o f  th ird -p arty  
paym ent in advance and  w ithout regard  to 
the costs actually incurred by the institution. 
T he presum ption is tha t hospitals are thereby 
forced to make m ore efficient use o f the 
resources un d er their control. A variety o f 
approaches (based on form ulas, budget re ­
view, and budget negotiation, for exam ple) 
bave already been tried by d ifferen t States 
(Dowling, 1974), and evaluations o f several 
experim ents in rate  setting  have been re ­
ported  (H ellinger, 1978). A new round  o f 
federally sponsored evaluations o f prospec­
tive reim bursem ent has also been initiated 
recently (H ellinger, 1978). Consequently, it 
seems best to record  here only some tentative 
conclusions about the country’s experience 
with rate  setting to date.
A lthough some ra te-se tting  commissions 
recen tly  have claim ed success in  ho ld in g  
down hospital-cost inflation, scientific evalua­
tion o f these program s has ju s t begun. How­
ever, none o f the early rate-setting experi­
m ents appear to have had  a dem onstrably 
significant effect on hospital costs (Hellinger, 
1978). Setting a prospective rate  on the basis 
o f the previous year’s actual costs only tends 
to reinforce existing inflationary trends. A 
successful program  would have to separate 
allowable rates from  actual costs in o rd er to 
encourage cost-saving innovations. Hospitals 
also have an incentive to spend as m uch as 
the b u dget allows fo r the year, since this 
would m aintain the expenditu re  base upon 
w hich  fu tu r e  ra te s  w ou ld  be c a lcu la ted  
(Bauer, 1978; W orthington, 1976).
Perverse incentives have also been created 
by the un it o f  paym ent specified for reim ­
b u rse m e n t ra te s . By e n c o u ra g in g  lo n g e r 
lengths o f  stay, the per diem  rates em ployed 
in early rate-setting experim ents reduced the 
average cost o f a hospita l day b u t led to 
g re a te r  to ta l re v e n u e s  fo r  th e  h o sp ita l 
(Congressional B udget Office, 1977). Shifting 
th e  focus to th e  cost p e r  case an d  to ta l 
revenues would discourage such adjustm ents 
in utilization (Hellinger, 1978).
Some observers o f the rate-setting process 
have criticized its emphasis on the determ i­
nation o f  prices, ra th e r than  the developm ent 
o f new incentives to modify the decisionmak­
ing and  behavioral patterns within- hospitals 
(Altman and  W einer, 1977). However, many 
o f  the essential features o f  rate-setting p ro ­
gram s (e.g., the need fo r uniform ity in hos­
pital accounting and  budget inform ation, the 
submission o f  detailed cost and  budget anal­
yses, the fact o f external review, the active 
participation o f th ird-party  payers and the 
p lann ing  agencies, and  long-range capital 
planning) may serve to s treng then  in ternal 
m anagem ent and facilitate the setting o f in ­
ternal hospital priorities (Bauer, 1978).
Reimbursing physician services.— It is often 
a rg u ed  th a t the prevailing , fee-for-service 
system o f reim bursem ent has encouraged a 
lack o f  concern  am ong physicians fo r the 
costliness and efficiency o f  the services they 
provide. O ne proposed solution is to con­
fro n t physicians with a fee schedule th a t
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constitutes the m aximum allowable charge to 
the patient and is subject to modification only 
on the basis o f negotiation with third-party  
payers (Glaser, 1976; Somers, 1978). Presum ­
ably, these prices would be established at a 
level that was equitable, but would encourage 
efficiency.
T here  is a possibility, however, that some 
physicians may circum vent such controls and 
attem pt to m aintain rising incomes by billing 
separately  fo r items th a t w ere previously 
included in o ther charges, or even perhaps 
by expanding the volume o f services (Hola- 
han and Scanlon, 1977). A more appropria te  
test o f the effectiveness o f controls on physi­
cian fees is, therefo re , the effect on total 
physician earnings and not simply on prices.
T he Economic Stabilization Program  (ESP) 
o f the early 1970’s has provided researchers 
with an opportunity  to study the effects of 
re g u la tin g  physic ian  fees. A lth o u g h  the 
mechanism for limiting fees was essentially 
voluntary, with consum ers and th ird-party  
payers repo rting  violations, the rate of in­
crease in fees was cut approxim ately in half 
du ring  the time o f the program . T he ESP 
was initiated in A ugust o f 1971, a year in 
which the average net income o f physicians 
increased 8.3 percent (American Medical As­
sociation, 1977). This rate was reduced by 
ha lf in the following year, and was even 
lower in 1973. According to data from  the 
National C enter for H ealth Statistics, there 
was no apparen t acceleration in the growth 
of aggregate utilization in com pensation for 
the price controls; the num ber o f physician 
visits per person jum ped  6.5 percent in 1971, 
but rose by less than 1 percent annually in 
subsequent ESP years. However, despite such 
evidence tha t physicians responded  to the 
ESP with economic restraint, the growth o f 
personal expenditures for physician services 
actually accelerated from  1972 to 1973 when 
m easured in real term s (Part B, table 148). 
T he  reasons why aggregate expenditures on 
physician services were accelerating u n d er 
these circum stances have not been clearly 
delineated.
More detailed analyses o f the effect of the 
ESP on physician re im bursem en t patterns 
have been conducted using California Medi­
care data (H olahan et al., 1978; Hadley and
Lee, 1978). D uring the first and second years 
of the ESP, when physician fees grew at half 
their earlier rate, the volume of physician 
services provided to the elderly in California 
rose about 4 times faster than the rate of 
Medicare enrollm ent increases. A fter controls 
were removed and inflation of fees resum ed, 
the rate o f increase in services was even less 
than the expansion o f Medicare enrollm ents. 
This again raises the question o f w hether 
physicians maintain increases in their level of 
earnings, despite fixed fees, by expanding 
the volume o f services.
T he California study was ham pered, how­
ever, by the lack o f data on physician services 
that were privately reim bursed. T here  was 
some tentative evidence to suggest that the 
increase in services to the elderly represented 
a substitution o f Medicare for private patients 
because o f a narrow ing o f the differential 
between Medicare rates and private charges. 
T herefore , the increased volume o f Medicare 
services under the ESP may not have been 
representative o f an overall trend  in physi­
cian utilization.
C anada’s experience with uniform , fixed 
fees for physician services u n d e r national 
health insurance seems to dem onstrate that 
limits on physician fees do tend to slow the 
growth o f physicians’ net earnings (Hadley,
1977). 'There may even be some reason for 
optimism with regard to the wider effects on 
total health  expenditures. T he  notable in­
crease in health care expenditures that was 
experienced in Canada after the introduction 
o f national health insurance is not so alarm ­
ing if the one-tim e im provem ent in coverage 
is isolated from the long-run impact o f the 
program . In fact, when expenditures prior to 
national health insurance, du ring  the transi­
tion to the p rogram , and 1 year a fte r its 
in troduction  are exam ined separately, the 
later period exhibits an even slower increase 
in real health  care ex pend itu res than  oc­
cu rred  before universal coverage (Hadley, 
1977).
In the past, public regulation o f physician 
reim bursem ent in the United States has usu­
ally been restricted to public program s, in 
contrast to m ore universal controls. O ne of 
the dangers o f an o u trig h t restric tion on 
physician reim bursem ent levels that applies
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to public medical care program s while leaving 
private charges unregula ted  is that doctors 
will refuse to accept such program  paym ents 
as full reim bursem ent for their services or 
even to partic ipa te  in service-benefit p ro ­
grams. W hen an attem pt was m ade to reduce 
M edicare re im bursem en ts, patien ts e ith e r 
paid additional charges out-of-pocket or were 
denied  service (Gornick, 1976). G enerally, 
the extent o f  physician participation in p ro ­
gram s such as M edicare and  M edicaid in­
creases as the fee schedule does (Sloan and 
Steinwald, 1978). T herefo re , policies to limit 
Medicare or Medicaid reim bursem ents may 
have an adverse effect on the accessibility o f 
medical services to the low income popula­
tion. However, willingness to participate in 
Medicaid is also related to the am ount o f 
“red  tape” tha t physicians are  requ ired  to 
h a n d le  (C rom w ell, M itchell, an d  S loan ,
1978). This suggests that as ano ther way o f 
securing greater physician participation, the 
governm en t and  o th e r th ird -p a rty  payers 
m ight reduce the complexity and time costs 
o f reim bursem ent procedures.
O ther innovations in physician reim burse­
m ent have been  proposed , in add ition  to 
setting m aximum allowable fees. T o  reduce 
the financial incentives which presently re ­
ward the physician who selects m ore expen­
sive trea tm ent m ethods, the suggestion has 
been m ade to reim burse physicians for time 
they spend with patients at a h igher rate than 
that allowed for lab tests and medical proce­
dures. To pay physicians a salary is ano ther 
alternative tha t would tend  to eliminate the 
undesirable financial incentives influencing 
physicians and  to restrict the ir autonom ous 
control over expenditu res (Redisch, 1978). 
However, there  is evidence to suggest that 
physicians work fewer hours when they are 
paid  on a sa laried  basis th a n  w hen se lf­
em ployed (Sloan, 1975; Schw eitzer, 1978). 
T he Europeans have enjoyed relative success 
w ith a system  w hich em ploys a b len d  o f 
capitation and fee-for-service reim bursem ent 
(Schweitzer, 1978; Redisch, 1978). Specialists 
generally work as the salaried employees o f 
hospitals, and prim ary-care practitioners op ­
erate in office settings un d er a com bination 
o f capitation and fees for selected services. 
As discussed later in the chapter, the H ealth
M ain tenance O rg an iza tio n  is a n o th e r  a r ­
rangem ent tha t seems to restructure the eco­
nomic incentives o f  physicians in ways that 
encourage a g reater degree o f  cost conscious­
ness on their part.
Market Reform
Consumer cost sharing.—O ne o f  the strate­
gies fo r in stillin g  a g re a te r  level o f  cost 
consciousness in the health  care m arketplace 
is to in troduce m ore deductibles, co insur­
ance, and copaym ents into the health  in su r­
ance system. Research has shown tha t when 
consum ers are im mediately at risk fo r part o f 
the cost o f additional services, they choose to 
utilize fewer services than w hen fully insured 
(Newhouse and Phelps, 1976; G insburg and 
M anheim , 1973; Beck, 1974; Scitovsky and 
McCall, 1972).
T he  political feasibility o f instituting a sys­
tem o f extensive cost sharing has been ques­
tioned, however, as a policy tha t is in direct 
contrast to the present tren d  towards univer­
sal first-dollar coverage. This problem  was in 
evidence in the recent bargaining over the 
United Mine W orkers’ contract, w hen a p ro­
posal to rep lace the trad itio n a l system o f 
com plete health  care coverage with a system 
tha t insured only expenses in excess o f an 
annual fam ily deductib le caused a serious 
impasse in the negotiations. Cost sharing has 
not been used extensively in o ther countries 
either, w here the tren d  tow ard first-dollar 
coverage has also been pow erful (Blanpain et 
ah, 1976; A ltm an and  W einer, 1977).
T he  political argum ent against cost sharing 
is based on a conviction tha t the level of out- 
of-pocket expend itu re  required  to instill an 
effective level o f cost consciousness in pa­
tients and providers would discourage lower 
income individuals from  m aking appropria te  
use o f needed services (Altm an and  W einer, 
1977; M arm or, 1977). Such problem s could 
perhaps be avoided, however, in an income- 
re la ted , cost-sharing  a rran g em en t o r in a 
system that was directed at only “nonessen­
tia l” services (Schw eitzer, 1978; S tevens,
1976).
Experience with the 20 -percen t coinsur­
ance provisions o f  M edicare, P art B, also
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suggests that consum ers are likely to subvert 
a cost-sharing system by purchasing  ad d i­
tional, “fron t-end” insurance to cover these 
out-of-pocket costs (Stevens, 1976; Keeler, 
Morrow, and Newhouse, 1977). T herefore , it 
has been suggested that any national health 
in surance plan  th a t includes cost sharing  
would have to reim burse medical care ex­
penditures only after private insurance reim ­
bursem ent was taken into account and cost­
sharing provisions o f national health insur­
ance were satisfied (Keeler et al., 1977). T he 
present tax laws, in fact, subsidize purchases 
o f “fron t-end” health insurance, as they do 
all o ther types o f health insurance. T o  make 
cost sharing  an effective cost-containm ent 
strategy would requ ire  a change in policy 
tha t would pu t a stop to subsidizing all health 
insurance purchases, o r perhaps even ban 
pu rch ases  o f  su p p lem en ta ry , “ f ro n t-e n d ” 
health in su rance .1
Utilization review and PSRO .—Utilization re ­
view and the Professional Standards Review 
Organizations (PSRO's) represent an attem pt 
on the part o f the Federal governm ent and 
o th e r th ird -p a rty  payers to oversee m ore 
closely the quality and cost effectiveness o f 
the services they pay for. Such program s are, 
in this sense, designed to provide m ore deci­
sionmaking control for the parties that bear 
the financial responsibility for health  care 
utilization.
T he PSRO program , one form  o f utiliza­
tion review , was m an d a ted  by th e  Social 
Security Act A m endm ents o f 1972, and calls 
for groups o f com m unity physicians to review 
the medical services provided u n d er Medi­
care, Medicaid, and the M aternal and Child 
H ealth program s. These services are to be 
reviewed for their compliance with profes­
sionally recognized standards o f quality, and 
to assure that they are medically necessary 
and are provided in an economical fashion. 
A lthough it is too soon to draw any firm 
conclusions (Institute o f M edicine, 1976a), 
the tentative evidence does not provide a 
very optimistic picture o f the potential contri­
bution o f PSRO’s to cost containm ent.
1 A m ore extensive discussion of the issues in­
volved in cost sharing is to be found in the previous 
edition o f this volume (NCHS and NCHSR, 1977).
An evaluation o f the perform ance o f 18 
out o f 172 PSRO’s from  1974 to 1976 sug­
gests that the PSRO program  com pared with 
o ther utilization review systems did not p ro ­
duce any significant effect on overall hospital 
utilization or admission rates (H ealth Services 
A dm inistration, 1977). T he findings indicate 
that the program  did not reduce utilization 
rates by the 1.6 to 2.1 percent required to 
recover even its adm inistrative costs. This 
study was conducted at the beginning of the 
PSRO program  and does not necessarily re ­
flect the experience o f well-established pro ­
grams. A lthough o ther studies have some­
times shown that cost savings were associated 
with preadm ission review program s in oper­
a tio n  p r io r  to th e  1972 Social S ecurity  
A m endm ents (Congressional Budget Office,
1977) , the more recent program s, which have 
yet to be deem ed cost effective, typically rely 
upon concurren t review, or review just after 
admission.
T here  are a num ber o f features o f PSRO 
program s which may lead to an overly con­
servative, ra ther than a cost-conscious defini­
tion o f acceptable patterns o f care. Rather 
than  falsely accuse physicians o f poor or 
inefficient practices, particularly in light of 
the difficulty o f developing objective criteria 
that take into account the many variables that 
im pinge upon utilization decisions, PSRO’s 
are likely to identify only the most obvious 
errors in judgem ent (Schweitzer, 1978). The 
self-interest o f providers who practice on a 
fee-for-service basis and participate in PSRO 
review also argues against the establishment 
o f cost-oriented norms which m ight reduce 
M edicare  and  M edicaid  re im b u rse m e n ts  
(Gosfield, 1975). Furtherm ore , patients are 
also likely to be upset by medical bills for 
which they are refused coverage (Blumstein,
1978) . Despite this, there are no provisions 
in the PSRO p rog ram  to com pensate for 
these perverse financial incentives. D epart­
m en t o f  H ealth , E ducation , and  W elfare 
funding is independent o f review perform ­
ance, and the savings gen era ted  by m ore 
cost-effective standards o f care do not neces­
sarily accrue to the com munity responsible 
for curtailing utilization (Blumstein, 1978).
Promoting alternative modes of care.—O ne of 
the most potentially significant strategies for
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m odifying the present structure o f the health 
care m arketplace is encouragem ent o f the 
prepaid  group  practice m ode o f delivery, the 
H ealth M aintenance O rganization (HMO). A 
num ber o f national health insurance plans 
include incentives fo r H M O  developm en t 
(Davis, 1975; Roy, in press). In  contrast to 
the fee-for-service system, H M O ’s provide a 
com prehensive set o f health care services in 
re tu rn  for a predeterm ined , p repaid  charge 
for each person enrolled in the group. They 
consequently operate un d er strong financial 
incentives to economize on the use o f the 
limited financial resources at their disposal. 
In  addition to rem oving the ex pend itu re- 
increasing financial incentives in h e re n t in 
fee-for-service arrangem ents, the HMO ap­
proach also tends to reduce physician au ton­
omy in co n tro llin g  th e  u tiliza tion  o f  the  
delivery system (Gaus, Cooper, and Hirsch- 
man, 1976; Redisch, 1978).
T h e re  is extensive em pirica l evidence to 
dem onstrate that H M O ’s tend  to experience 
lower hospital costs, bu t these favorable find­
ings are not open to simple in terpretation. 
Since they may reflect a bias in the types o f 
patients who choose to enroll in H M O ’s, it is 
possible that the cost differentials estim ated 
by various research studies would not apply 
to a system which covered the entire popula­
tion (M echanic, 1976; Riedel et al., 1975; 
H avighurst, 1975; Gaus, Cooper, and  Hirsch- 
m an, 1976; Schlenker and Ellwood, 1973). 
O ther m ajor questions have yet to be an ­
swered with regard  to differences between 
fee-for-service and  prepaid  arrangem ents in 
the quality o f care provided and with regard  
to the economic viability and  consum er ac­
ceptance o f  the HM O concept.
U n d er m ore conventional financ ing  a r ­
rangem ents, b roader coverage o f ou tpatient 
services would perhaps encourage their sub­
stitution for m ore expensive inpatient care. 
Yet, th e  ev idence to suggest th a t such a 
su b s titu tio n  w ou ld  in fac t take  place is 
sketchy. D espite some positive indications 
from  analyses o f the M edicare program  and 
o th e r U.S. data (Russell, 1973; Davis and 
Russell, 1972; H uang, 1975), the Canadian 
experience does not provide m uch support 
fo r this s trategy . T h e  substitu tio n  o f  ex ­
tended  care for hospital utilization in Canada
did not save money; the savings from  reduc­
tions in acute care per illness episode were 
lost to longer stays in extended  care facilities 
(Evans, 1976). Evidence from  C anada also 
supports the paradoxical conclusion tha t ex­
te n d ed  in su ran ce  coverage o f am bulato ry  
medical care may increase hospital utilization 
by prom oting  g reater detection o f medical 
problem s. This may o r may not rep resen t a 
cost-effective im provem ent in the efficacy o f 
trea tm ent o r in health outcom es (Lewis and 
Keairnes, 1970; Newhouse and  Phelps, 1976; 
Freiburg  and  Scutchfield, 1976).
Other proposals.—A variety o f  o ther struc­
tural reform s have been proposed  fo r which 
there  is even less em pirical inform ation to 
report. O ne idea tha t has aroused substantial 
interest is to provide coverage u n d er reim ­
bursem ent program s for the cost o f  consult­
ing a second specialist on the need for elec­
tive surgical p rocedu res . E xperim en ta tio n  
with one such voluntary  “second op in ion” 
p rog ram  in New York City d em onstra ted  
tha t the initial recom m endation for surgery 
was not confirm ed by the second specialist 
approxim ately 30 percent o f the time (Mc­
Carthy and W idm er, 1974). A lthough such 
statistics indicate a substantial level o f disa­
greem ent am ong surgical providers, there  is 
unfortunately  no way to know w hether the 
second opinion in such cases was any m ore 
valid than  the first. N or should contradictory 
second op in ions necessarily  be viewed as 
evidence tha t the subsequent costs o f treating 
these patients were reduced. A followup to 
the New York study showed that 12 percent 
o f  the patients for whom surgery  was not 
recom m ended by the second specialist had to 
have the operation at a la ter date; 5 percent 
had  the  su rg ery  anyway; and  31 p e rcen t 
received some kind o f medical trea tm ent for 
their condition (McCarthy, Finkel, and Ra­
mons, 1977).
A nother problem  that has created a great 
deal o f  discussion is the need fo r patients to 
be m ore actively involved in m aking utiliza­
tion decisions and to have easier access to 
inform ation about the costs and  quality o f 
the services they receive (Ingbar, 1978; N a­
tional Commission on the Cost o f  Medical 
C are, 1978). Possible corrective strateg ies 
range from  the developm ent o f  consum er
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education  p rog ram s to such initiatives as 
those recently u n d ertaken  by the Federal 
T rad e  Comm ission to rem ove the p ro fes­
sional ban on advertising o f physician and 
optom etric services.
O ther reform  proposals are directed at the 
physician’s awareness and understanding  o f 
health care costs. For exam ple, the National 
Commission on the Cost o f Medical ( ’are has 
u rg ed  th a t p ro fess io n a l tra in in g  in c lude  
coursevvork in the economics o f health care 
and that hospitals provide physicians with a
list o f prices for the inpatient services that 
they o rder on behalf o f their patients (Na­
tional Commission on the Cost o f Medical 
Care, 1978).
In addition, the developm ent of systematic 
technology assessment to address the effects 
o f m edical techno log ies on the  cost and  
efficacy of care should be considered. It may 
be a m eans o f p rovid ing  inform ation  for 
objective decisionmaking on the benefits and 
costs o f new and existing technologies.
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Recent estimates suggest that o f the nearly 
2 million deaths recorded each year perhaps 
as many as 1 in 8 are untim ely and might 
have been preven ted  from  occu rring  th a t 
year by appropria te  intervention by the m ed­
ical profession. O ther causes o f preventable 
deaths are largely outside the reach o f m edi­
cine; deaths from  violence, fo r exam ple— 
shootings, poisonings, and m otor vehicle ac­
cidents.
Preventable deaths include those am ong 
w orkers who die as a resu lt o f  continued  
exposure to lethal substances at their places 
o f work. Epidemiologists have found  rela­
tionships between polluted air and polluted 
w ater and the prevalence o f  certain resp ira­
tory and gastrointestinal diseases. Evidence 
has been amassed that point to certain sub­
stances which people eat, drink, o r inhale on 
a reg u la r basis as dangerous to health . T he 
finger has been pointed at lifestyles, tha t is, 
the way people live, as responsible for unnec­
essary untimely death  from  the num ber one 
k iller, h e a r t d isease. T h u s  in ad d itio n  to 
direct medical intervention, o ther preventive 
m easures, such as reduction o f environm en­
tal h aza rd s  and  m od ifica tio n  o f  lifestyles,
a P repared  by Jack Elinson, Ph.D., and  Ronald 
W. Wilson, Division o f Analysis, National C enter for 
H ealth Statistics.
N O TE: Unless otherwise noted, data are from  
the ongoing  data-collection systems o f the N ational 
C enter fo r H ealth  Statistics. In many instances the data 
have been published in the Vital and Health Statistics 
series.
could contribute to the avoidance o f early 
and untim ely deaths.
T he application o f preventive m easures— 
w hether d irect medical intervention and the 
provision o f preventive health  services, re ­
duction o f environm ental hazards, o r m odi­
fication o f lifestyles—necessarily takes place 
within the general socioeconomic fram ework. 
In  a classic study conducted  u n d e r  the  aus­
pices o f the A m erican Public H ealth  Associa­
tion, it was concluded th a t “ . . . the most 
im portan t next gain in m ortality reduction is 
to be achieved th rough  im proved socioeco­
nomic conditions . . . ” (Kitagawa and  H au­
ser, 1973). More recently, it has been shown 
that despite the increase in use o f medical 
services by the poo r the  gap in health  status 
between the poor and  nonpoor as m easured 
by m orbid ity , disability, an d  m orta lity  has 
actually w idened (Elinson, 1977; L erner and 
Stutz, 1977; Wilson and  White, 1977).
T he  purpose o f this chapter is to display 
some quantitative data on the prevalence o f 
some preventable health  conditions and  to 
contribute to the discussion as to the potential 
value o f preventive efforts on the p a rt o f the 
individual and society for the health o f the 
population. A lthough socioeconomic condi­
tions may indeed be overriding, this chapter 
mainly will be devoted to the potential appli­
cation o f relatively direct preventive health 
measures.
Public h ea lth  p ro fess io n a ls  d is tin g u ish  
am ong th ree kinds o f preventive activities: 
prim ary , secondary , and  te rtia ry . Prim ary
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prevention consists o f activities that prevent a 
disease from  occurring. Secondary preven­
tion consists mainly o f activities designed to 
de tec t d isease befo re  it has com e to the 
attention o f a physician for care. Such early 
detected disease is regarded  as m ore readily 
treatable than disease that results in illness 
provoking a visit to a physician. T ertia ry  
prevention refers mainly to the am elioration 
o f the effects o f established and recognized 
disease b rought to the attention o f a physi­
cian. For exam ple, p roper treatm ent o f pneu ­
m onia o ften  will p rev en t dea th . Tertiary- 
prevention is what physicians do most of the 
time; it is essentially what most medical care 
is about. T he  role o f medical care in this type 
o f prevention is well recognized. Less atten­
tion has been given to prim ary and secondary 
prevention.
Primary prevention can take the form  o f a 
personal health  service (e.g., im m unization 
against poliomyelitis and measles), m odifying 
the env ironm en t (e.g., installing  a sewage 
system  to p re v e n t parasitic  d iseases and  
f lu o rid a tin g  com m unity  w ater supp lies  to 
prevent dental caries), or practicing healthful 
behavior (e.g., not smoking tobacco cigarettes 
to prevent lung cancer and wearing seat belts 
while driving to prevent fatal injuries in auto 
accidents). Secondary prevention includes the 
detection o f correctible conditions even when 
there has been no com plaint, such as vision 
tests for myopia am ong young school chil­
d ren  or blood pressure tests for hyperten­
sion.
A m ong the reasons for the cu rren t rise of 
in te res t in p rev en tio n  are  (1) a sense o f 
dismay about public expenditure for medical 
and hospital care and (2) an awareness of the 
limits o f the efficacy of medical care.
Public expenditures for medical and hos­
pital care arise in part because o f the inci­
dence of preventable illness. Failure o f peo­
ple to act preventively (i.e., to be responsible 
about everyday health  behavior) results in 
unnecessary illness and becomes a drain on 
the resources o f the health care system be­
cause o f consequent costs. T hus, “ . . . one 
m an’s freedom  in health is ano ther m an’s 
shackle in taxes and insurance p rem ium s” 
(Knowles, 1977).
While the money costs are ascertainable,
there is considerable difficulty in evaluating 
the impact o f large-scale medical care p ro ­
grams on the health status of the population. 
T here  is general appreciation o f the m inistra­
tions o f medicine, in particular o f one's own 
physician, but there is a spreading awareness 
o f  the  lim its o f  efficacy o f  m edical care 
program s (McKeown, 1976 and 1978).
Many are disappointed with the m easura­
ble im pact o f social action program s, includ­
ing health  action program s, and with the 
difficult and tim e-consum ing nature of eval­
uation. O ne emphasis now is on self-improve­
m ent, try ing  to get peop le to take m ore 
responsibility for their own health.
According to some advocates, “T he prac­
tice o f health education can no more be put 
o ff until ‘all the data are in’ than can the 
practice of medicine” (National Institutes o f 
H ealth and the American College of Preven­
tive M edicine, 1976a). A ccording to o thers, 
however, “Preventive medicine contains more 
advocacy than reality and suffers from over­
prom otion in the face of underachievem ent” 
(Lewis, 1978). At the very least, it may be 
wise to ensure the developm ent of evaluative 
evidence with respect to effectiveness and 
efficiency at the same time that large-scale 
and costly preventive program s are launched 
(Shapiro, 1977).
A part from the question o f adequate evi­
dence as to effectiveness and efficiency, the 
resurgence o f professional and lay interest in 
prevention has provoked some cautionary 
responses with respect to social priorities. For 
example, “ . . . even if we could deliver on 
the uncerta in  prom ises o f prevention , we 
have not the right to abandon those who are 
already ill and in need o f care tha t they 
cannot obtain” (Eisenberg, 1977). In reawak­
ening an interest in prevention o f illness, we 
are cautioned against neglecting the unm et 
needs for medical care for those who are 
already ill. “ Many o f the reasons for the 
relatively poor health status o f millions of 
Americans lie in their adherence to inappro­
priate lifestyles, but this does not absolve our 
society and the health professions o f social 
responsibility for the consequences o f such 
lifestyles” (Saward and Sorensen, 1978). Dr. 
John  Knowles has acknowledged that while 
simple practices for healthy living “ . . . can
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be understood and  observed by the majority 
o f A m ericans, nam ely th e  w hite, w ell-edu­
cated and affluent middle class,” for “ . . . the 
la rge  n um bers o f  th e  im poverished  . . .  we 
m ust rely on social policies first in o rd e r  to 
im prove education, em ploym ent, civil rights, 
and  econom ic levels, a long w ith effo rts  to 
develop accessible health services” (Knowles,
1978).
' T he  balance o f this chapter is organized in 
two sections: (1) preventive potentials on a 
national level with respect to early and  u n ­
timely deaths, unnecessary disability, and u n ­
necessary visits to physicians and hospitals, 
and (2) case exam ples o f specific diseases and 




I t  is conven ien t to th in k  o f  p reven tive  
action in term s o f  a triad  o f activities: p e r­
sonal health services, environm ental control, 
and personal behavior. T he  in tended  conse­
quences o f  such activities would be preven­
tion o f early death, disease, and disability and 
discom fort arising from  disease. Besides im­
proving the health  status o f  the population, 
in tended consequences o f  preventive activi­
ties could include a reduction in the need for 
and  use o f  m edical, den tal, hospital, and  
o ther services.
Prevention of Early Deaths 
and Unnecessary Disability
W hat p ropo rtion  o f deaths are p reven t­
able? T he death  rate for 1976, o f 8.9 deaths 
per 1,000 population, was the same as that 
reco rded  fo r 1975. T he  age-adjusted  ra te  
(i.e., what the level o f m ortality would be if 
there  were no changes in the age com position 
o f the population from  year to year) reached
6.3 in 1976, the lowest level recorded in the 
U nited States (NCHS, 1978a).
Declining death  rates suggest, but do not 
prove, th a t hum an  in te rv en tio n — w hether 
th rough  provision o f health services, control 
o f the environm ent, or modification o f indi­
vidual health behavior—may have prevented 
some early and  untim ely deaths.
In  1976, a W orking G roup on Preventable 
and M anageable Diseases led by Dr. David D. 
Rutstein, published a list o f conditions asso­
ciated with “unnecessary disease, disability, 
and untim ely death” (Rutstein, 1976). O ne 
way o f estim ating what p roportion  o f  deaths 
m ight be prevented with the effective appli­
cation o f  today’s m edical know ledge is to 
make some calculations based on Rutstein’s 
list o f “sentinel events.”
A “sen tine l d e a th ” is o ne  w hose cause 
raises the question o f w hether it could have 
been prevented by medical intervention. Sen­
tinel deaths include deaths from  such condi­
tions as tuberculosis, th roa t and  lung cancer, 
myeloid leukemia, chronic bronchitis and em ­
physema, and  influenza and pneum onia, es­
pecially am ong people un d er 50 years o f age. 
T hey also include deaths o f infants u n d er 1 
year o f age.
T o  w hat ex ten t it is practical to reduce 
sentinel deaths by medical intervention re ­
mains to be seen. Many deaths from  diseases 
which are deem ed preventable by the prac­
tice o f preventive health  habits, fo r exam ple 
atherosclerosis, are not included in Rutstein’s 
list o f  sentinel events. T h e  p ro p o rtio n  o f  
deaths tha t are untim ely would be consider­
ably la rger if  certain preventable diseases not 
on  R u ts te in ’s list o f  sen tine l events w ere 
included.
Sentinel deaths as a p ro p o rtio n  o f  total 
annual deaths have rem ained fairly constant 
in recent years— 12.4 percent o f  all deaths in 
1970, and  12.9 percent, o r 246,592 deaths, 
in 1976.1 I f  prevention o f  sentinel deaths is 
taken as a m easure o f  the quality o f medical 
care as advocated by the Rutstein group, then  
there would be no appreciable change in this 
m easure o f overall quality o f medical care for 
the Nation as a whole.
1 An earlier estim ate o f  14 percen t for sentinel 
deaths as a p roportion  o f  all deaths from  the 1968­
1971 period included all deaths from  pneum onia, not 
only those occurring  before age 50, an d  several o ther 
m odifications (Adler, 1978). T his estim ate has since 
been corrected  to 11.2 percen t taking into account the 
qualifying notes p resen ted  by Rutstein et al. in their 
revised tables (Rutstein, 1976; Rutstein, 1977; A dler, 
1978).
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Between 1970 and 1976, sentinel deaths 
declined fo r ch ild ren  and  younger adults 
u n d e r  45 years o f  age and  increased  for 
older adults, 45 years o f age and over. This 
was true for the relatively frequent causes of 
sentinel deaths: influenza, pneum onia, b ron­
chitis, and lung  cancer, as well as for all 
sentinel deaths considered together. A rela­
tively frequent cause of a sentinel death is 
taken here to mean a condition that accounts 
for 1 percent or m ore o f all deaths (tables A 
and B).
Deaths attributable to some sentinel condi­
tions declined between 1970 and 1976, while 
others increased. Deaths from acute respira­
tory diseases for persons under 50 years of 
age declined, as did infant mortality. M ortal­
ity from  cancer o f the trachea, bronchus, and 
lung rose from  32.1 in 1970 to 40.3 in 1976. 
Deaths from  chronic diseases o f the lung and 
other chronic respiratory diseases increased. 
M ortality from  chronic bronchitis, em phy­
sema, and chronic obstructive lung disease 
rose from  15.8 in 1970 to 20.1 in 1976.
S en tinel events a re  no t only causes o f 
untimely death but are also causes o f disabil­
ity an d  th e  use o f  m edical and  hosp ita l 
services. With respect to disability, calcula­
tions based on the Rutstein list suggest that
approxim ately 4 percent o f all disability days, 
as estim ated by the national H ealth Interview 
Survey, are associated with sentinel events. 
(Disability days according to the H ealth In te r­
view Survey cover all days o f restricted activ­
ity attributable to illness, including days in
Table A. Sentinel deaths as a percent of all deaths, 
according to frequency of specific cause of death: United 




Percent of all deaths
All sentinel deaths ____ 12.4 12.9
Relatively frequent, including
lung cancer ___ _ _______ 8.1 8.5
Less frequent, including
tuberculosis 3.7 3.9
Infrequent, including measles___ 0.4 0.4
Relatively rare, including
marasmus __ _ _ 0.1 0.1
NOTE: The categories of frequency are defined as 
follows: relatively frequent includes causes accounting for 
1.0 percent or more of all deaths; less frequent includes 
causes accounting for at least 0.1 percent but under 1.0 
percent of all deaths; infrequent includes causes accounting 
for less than 0.1 percent of all deaths but at least 10 deaths; 
and relatively rare includes causes accounting for fewer 
than 10 deaths.
SOURCE: Division of Analysis, National Center for 
Health Statistics: Selected data.
Table B. Relatively frequent1 sentinel deaths, according to age and cause of death: United States, 1970 and 1976
Cause of death











1970 1976 1970 1976 1970 1976 1970 1976 1970 1976
Percent of all deaths
All relatively frequent causes _____ 9.7 9.7 7.5 4.7 4.6 3.9 8.7 11.0 4.6 6.3
Acute respiratory conditions, influenza,
pneumonia, and bronchitis (under 5Q
years of age) _ ___  ___ - .  ______ 0.8 0.4 7.3 4.6 2.5 1.9 0.4 0.3
Chronic bronchitis, emphysema, and chronic
obstructive lung disease _______________ 1.7 2.2 0.1 0.1 0.3 0.3 1.9 2.3 1.9 2.6
Malignant neoplasms of trachea, lung, or
bronchus ___  _ ___  _ .  _ 3.4 4.5 0.1 0.0 1.8 1.8 6.4 8.5 2.7 3.7
All deaths under 1 year of age .  __ 3.9 2.5
1 Relatively frequent includes causes accounting for one percent or more of all deaths, except for the category acute 
respiratory conditions, influenza, pneumonia, and bronchitis which is a sentinel condition for people under 50 years of age. 
The categories of causes of death used here are based on Eighth Revision International Classification of Diseases, Adapted for 
Use in the United States and are as follows: Acute respiratory conditions, influenza, pneumonia, and bronchitis include ICDA 
codes 460-466, 470-474, 480-486, and 490; chronic bronchitis, emphysema, and chronic obstructive lung disease include ICDA 
codes 491-492 and 519.3, and malignant neoplasms of trachea, bronchus, and lung include ICDA code 162.
SOURCE: Division of Analysis, National Center for Health Statistics: Selected data.
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bed and days lost from  work.) Sentinel events 
account for about 2 percent o f hospital dis­
charges and  3 percent o f hospital days and 3 
percent o f visits to physicians’ offices. These 
estimates o f the im pact o f sentinel events on 
utilization o f health services and disability are 
underestim ates, as is the case with the p ro ­
po rtion  o f un tim ely  deaths. T hey  do not 
include the im pact o f m any “preven tab le” 
instances o f conditions, such as certain cardi­
ovascular conditions, tha t are not on Rut- 
stein’s list.
Preventive Health Behavior: 
Lifestyles
Specific individual behaviors, presum ably 
subject to individual control, have been in­
dicted as leading to disease and early death. 
Sm oking tobacco cigarettes is the  lead ing  
exam ple o f such harm ful behaviors. O ther 
individual behaviors, also subject to individ­
ual control, have been prom oted as condu­
cive to healthy living, disease prevention, and 
long life. T he prim e exam ples o f these be­
haviors are good nutrition  and  regu lar exer­
cise.
T he  evidence on which the advocacy o f 
preventive health  behaviors is based is ex­
trem ely varied, ranging  from  conclusive, as 
in the detrim ental effects o f long continued 
heavy cigarette smoking, to tenuous, as in the 
negative im pact on health  o f  snacking be­
tween meals. A lthough the evidence bearing 
on preventive health  behavior cannot be re ­
viewed in this chapter, the relevance o f some 
preventive health behavior will be alluded to 
in the case exam ples o f specific preventable 
health conditions.
W hat will be presented  are data on the 
extent o f practice o f those preventive health 
behaviors for which reasonably reliable statis­
tics based on national samples o f the popula­
tion  are available. A study  on a national 
sample is now underw ay to investigate the 
health consequences o f preventive behaviors, 
as was done for seven specific behaviors in- 
one county in California (Belloc, 1973; Bel­
loc, 1976; Camacho and Wiley, 1977).
Diet.—A lthough new knowledge about n u ­
trition and its relationship to health and the
p rev en tio n  o f  d isease con tinues to  grow , 
m any im p o rta n t questions still c an n o t be 
answered with confidence. Despite this, some 
experts feel tha t sufficient knowledge already 
exists to u rge  changes tow ard m ore “p ru ­
d en t” dietary practices for m ost people. Such 
practices include, for exam ple, the increased 
consum ption o f  fresh  fru it and  vegetables 
and the decreased consum ption o f fats (es­
pecially saturated  fat), re fined  sugars, and 
o th e r carbohydrates. W hile th e  im pact o f 
p ru d en t diets on m orbidity and  m ortality is 
no t precisely known, th e re  is nevertheless 
advocacy for change in the eating habits o f 
Americans.
T h ere  are as yet no authoritative quantita­
tive s ta tem en ts  as to w hat p ro p o rtio n  o f  
Americans are eating p ru d en t diets. T here  
are, however, national data on patterns of 
food intake tha t provide a basis fo r observing 
national trends in the fu tu re. These data on 
food consum ption provide valuable inform a­
tion  on quantity o f  food  in tak e , b u t little 
systematic inform ation is available on a na­
tional basis on personal food consum ption 
behavior in term s o f the nutritional quality o f 
the food.
In fo rm ation  on  the u sual p a tte rn  o f  food 
intake was obtained by m eans o f the national 
H ealth  and  N utrition  E xam ination Survey 
(NCHS, 1978b). This survey reported  th a t:2
•  M ore th a n  4 o u t o f  5 p eo p le  (84 
percent) o f all ages (1-74 years o f  age) 
eat m eat o r poultry  at least once a 
day.
•  Nearly ha lf (45 percent) o f people o f 
all ages seldom or never eat fish or 
shellfish. Less than  1 percen t eat fish 
or shellfish daily.
•  Nine out o f ten (90 percent) people o f 
all ages eat fru it and  vegetables daily.
•  O ne-th ird  o f  adults 45 -74  years o f 
age seldom or never d rink  whole milk.
•  Ninety percent o f children u n d er 12 
years o f  age eat cereal at least once a 
week; for adolescents, 12-17 years o f 
age, the percentage drops to 69 p e r­
cent. Less than  half (46 percent) o f
2 N u tritiona l d a ta  cited are  from  a re p o rt on 
white and black people only, exclusive o f  o th e r races.
25
younger adults (18-44 years o f age) 
eat cereal. Cereal eating rises am ong 
older adults (54 percent am ong adults 
45-64  years o f age; and 67 percent 
am ong o lder adults, 65-74  years o f 
age).
Exercise.— H a lf o f  A m erican  ad u lts  r e ­
ported doing regular exercise, according to 
the H ealth Interview Survey o f 1975. O ne in 
three walked as a regular exercise. O ne in 
seven did calisthenics; one in eight swam; 
and  one in nine bicycled. O ne in twenty 
jo g g ed . O ne in th irty  d id  w eight lifting. 
Younger adults were m ore likely to report 
do ing  reg u la r exercise than  o ld e r adults; 
women as likely as men. Swimming, bowling, 
and tennis were the most popular participant 
sports. In all sports, men were m ore likely to 
repo rt participation than women.
In o rd er to evaluate the role o f exercise in 
health, it would be useful to know to what 
extent physical activity—apart from exercise— 
is an integral part o f ordinary  activities of 
daily life, includ ing  work. A m ajority (57 
percent) o f people 12-74 years o f age re ­
p o rted  tha t th e ir  recrea tio n a l activity in ­
volved “m uch exercise” or that aside from  
recreation, they were physically “very active” 
in their usual day (Part B, table 45).
Associations have been found in both ex­
perim en ta l and  epidem iologic studies be­
tween lack o f physical activity and increased 
frequency o f occurrence o f sudden  death, 
myocardial infarction and coronary heart dis­
ease. This association has led a num ber of 
health professionals to encourage increased 
physical activity as both a preventive as well 
as a health enhancing m easure (Heinzelman 
and Bagley, 1970; Durbeck et al., 1972).
Use of common drug-like substances: cigarettes, 
coffee, aspirin, sleeping pills, and alcoholic bever­
ages.—T here  is concern about the use o f illicit 
d rugs and the relationship  o f such use to 
personal health status. More recently, a tten­
tion has been d irec ted  tow ard the health  
effects o f m ore common drug-like substances 
such as aspirin, sleeping pills, cigarettes, cof­
fee, and alcoholic beverages.
T here  has been a m arked reduction over 
the past 10 years in the proportion  o f the 
a d u lt p o p u la tio n  who sm oke c ig a re tte s ,
largely as a result of the increased awareness 
o f the relationship between cigarette smoking 
and health. Data from the 1976 H ealth In te r­
view Survey show that 42 percent o f men 
and 32 percent o f the women smoked ciga­
rettes, com pared  with 52 and  34 percent, 
respectively, in 1965 (Part B, tables 47-49). 
C urren t smokers com prised nearly half o f 
those with some high school education, but 
only a quarte r o f those who had com pleted 
college. Over a third o f people who had once 
smoked had stopped smoking; two-thirds o f 
the rem ain ing  sm okers had tried  to quit. 
O lder people were m ore successful in quit­
ting smoking than younger people; men were 
m ore successful than women.
Some epidemiological studies have found 
adverse health characteristics am ong exces­
sive coffee drinkers, although o ther studies 
have not shown such findings. Data from  the 
national H ealth Interview Survey, indicate 
that with respect to drinking coffee:
•  Four out o f five people 20 years of 
age and over drink coffee. (Additional 
data on coffee drinking can be found 
in Part B, table 51).
•  Coffee drinkers average 37.3 cups a 
day.
•  Coffee d rink ing  is most popular in 
the middle adult years (35-55 years of 
age).
•  Cigarette smoking is positively related 
to coffee drinking.
O ne o f the most commonly used drugs is 
aspirin. F.stimates from the Health Interview 
Survey indicate that about a quarter of the 
popula tion  uses aspirin  regularly , tha t is, 
once a week o r m ore (Part B, table 51). 
R egu lar a sp irin  use rises with age, with 
women m ore likely to use aspirin regularly 
than men. Occasional use o f aspirin declines 
with age for both men and women, although 
regular use increases with age. T h ere  is little 
o r no re la tionsh ip  betw een the tak ing  o f 
aspirin and drinking coffee or smoking ciga­
rettes.
T h e  D rug E n fo rcem en t A dm in istra tion  
and the National Institute on D rug Abuse 
(NIDA) estimated that there were m ore than 
twice as many hospital em ergency room visits
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attributable to aspirin as to m ethadone be­
tween May 1976 and April 1977. (For data 
on em ergency room  visits for d ru g  abuse, see 
Part B, table 95.) For the same period, NIDA 
estimated 400 deaths from  aspirin and 300 
from  m ethadone (NIDA, 1978).
People who use aspirin are also m ore likely 
to use sleeping pills. O ne person in twenty 
uses sleeping pills regularly, that is, once a 
week or more. O lder people are m uch m ore 
likely to use sleep ing  pills th an  yo u n g er 
people. A m ong people 75 years o f age or 
over 12 percent use sleeping pills regularly; 
am ong people 20-24 years o f age, only 2 
percent .use sleeping pills regularly. W omen 
are m ore likely to use sleeping pills than  
men. Most people use sleeping pills un d er a 
doctor’s advice. T here  is no relationship be­
tw een the  use o f  sleeping  pills o r tak ing  
aspirin and drinking coffee or sm oking ciga­
rettes.
Most Americans drink  alcoholic beverages, 
bu t not every day. Men are m ore likely to 
drink about every day than  women; and to 
drink more. About one-quarter o f men 35­
54 years o f age drink  about every day. Less 
than 1 woman in 10 in the same age group 
drink  about every day.
M en n o t on ly  d r in k  m o re  o fte n  th a n  
women, bu t d rink  m ore when they drink. 
A m ong m en drinkers 18-64 years o f  age, 
m ore than  10 percent usually have m ore than  
five drinks a day. A m ong women drinkers o f 
the same ages, 2-3 percent have m ore than 
five drinks a day. (Additional data on d rink ­
ing can be found in Part B, table 50.)
Preventive Health Behavior: Use 
of Preventive Medical Services
Preventive health  behavior includes not 
only specified activities o f daily living, such 
as diet and exercise, but also judicious use o f 
medical services for the purpose o f prevent­
ing disease, disability, and  untim ely death. 
T he classical preventive medical m aneuver is 
im m unization  against such com m unicable  
diseases as d iphtheria, smallpox, poliomyelitis 
and, m ore recently, measles. Most im m uniza­
tion is done on preschool children; this is 
discussed in the ch ap te r  en titled  C h ild ren
and Youth: H ealth Status and Use o f H ealth 
Services.
Less dram atic than im m unization in their 
effects are the taking o f various screening 
tests and visits to a doctor for exam inations 
when one is not ill. While 3 out o f  4 people 
see a doctor du ring  any given year, 1 in 4 do 
not, even for a routine checkup. A bout 15 
percent o f the population rep o rt that they 
are w ithout a regular source o f care. People 
w ithout a regular source o f care are m ore 
likely to be m em bers o f low income families.
Many o f those who see a doctor in a given 
year do not receive tests designed to detect 
asym ptom atic ch ron ic  disease a t an  early  
stage. For exam ple, one-th ird  (36 percent) o f 
all people 40 years o f age and  over have 
never had an electrocardiogram  (EKG); and 
two-fifths (41 percent) o f the people in this 
age group  have never had a glaucoma test. 
A m ong adults 17 years o f age and over, 1 in 
8 (1 3  percent) have never had  a chest X-ray.
W om en a re  less likely to have had  an 
electrocardiogram  than m en. O ne woman in 
five (17 years o f age and over) has never had 
a pap sm ear test. Y ounger women (under 25 
years o f age) and older women (65 years o f 
age and over) are least likely to have had pap 
sm ear tests and least likely also to have had a 
breast exam ination. O ne ou t o f fou r women 
who subsequently have live births do not see 
a doctor d u ring  the first 3 m onths o f p reg ­
nancy. Y ounger women (under 20 years o f 
age) are less likely to see a physician during  
pregnancy than are women who are 20-34 
years o f age.
N ot seeing  a d o c to r in a given year is 
related  in some degree to accessibility. An 
estimated 10 percent o f people experienced 
difficulty in getting to see a doctor. Most o f 
the time it was because they could not get an 
appoin tm ent when they needed it; sometimes 
because no doctor was available. For others, 
the reasons for not seeing a doctor when 
needed were m atters o f convenience, trans­
portation, or cost. Presumably, people who 
would like to see a physician for less u rgen t 
reasons, such as for preventive tests or coun­
seling would experience even m ore difficulty.
T h ere  are differing opinions in the cu rren t 
practice o f medicine on the frequency with 
which certain tests should be adm inistered as
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a p a rt o f a general physical exam ination. 
While the merits o f the differing opinions 
will not be discussed here, it was found in a 
recen t H ealth  and  N utrition  Exam ination 
Survey that at the last general medical exam ­
ination o ther than for illness, 62 percent of 
the patients did not have a cardiogram , 46 
percent did not have a chest X-ray, 50 p e r­
cent did not have a rectal exam, 22 percent 
did not have a blood test, 16 percent did not 
have a urinalysis, and 12 percent did not 
have their blood pressure checked. People 
are most unlikely to get vision and hearing 
tests at a general medical exam ination. At the 
last general medical exam ination, 68 percent 
did not have vision tests and 76 percent did- 
no t have h ea rin g  tests. Forty p e rce n t o f 
adults have never had their hearing tested. 
T en  percent claim they have never gotten 
any shots, im munizations or vaccinations to 
prevent any illness.
Aside from  specific tests or medical exam i­
nations, o ther preventive measures consist of 
counseling people about diseases they do 
have and about diseases they do not yet have. 
It is instructive to note that a third o f the 
people with hypertension have not talked to 
their doctor about it for at least a year.
H alf o f the people (52 percent) do not see 
a dentist in a given year. O ne-fifth o f the 
people 5 years o f age and over have not seen 
a dentist for a least 5 years.
CASE EXAMPLES3
As a group, the case examples that follow 
illustrate both the potential im portance of 
preventive program s in lessening significant 
causes o f morbidity, mortality, and disability, 
and the value o f adequate health statistics in 
p la n n in g  and  ev a lu a tin g  p rev en tiv e  p ro-
3 All o f  the ca.se examples, except the one on 
violence, were originally prepared by Vicki Kalmar, 
M.P.H., and Elena C). Nightingale, M.D., Ph.D., Staff 
o f  the Institute o f  Medicine, National Academy of 
Sciences, under  contract with the National Center for 
Health  Statistics. Because o f  space limitations only 
adapted excerpts o f  the original case examples could 
be presented here. Complete texts o f  the case examples 
with references are available upon request from the 
Division of Analysis, National Center for Health Statis­
tics.
grams. In describing the range o f strategies 
that can be designed to achieve prevention 
goals, the need for new or d ifferen t kinds o f 
statistical inform ation often can be identified.
Prevention strategies for many diseases are 
com plex, because the diseases them selves 
have complex origins, and they fall into three 
major, but interacting, arenas for interven­
tion: the environm ent (including the physical, 
socioeconomic, and family), individual behav­
ior, and personal health services. In general, 
better statistics are available on the availability 
and utilization o f  some preventive health  
services than on the environm ental and be­
havioral factors affecting health. E nviron­
mental factors have only recently begun to be 
identified and m onitored with any regularity, 
and many still are not; m easuring behavioral 
factors often relies on self-reporting.
T he  seven case exam ples discussed are: 
childhood diseases preventable through im­
m unization, disorders preventable through 
environm ental actions (em phasizing dental 
caries), cardiovascular diseases, occupation- 
related diseases, diseases related to cigarette 
sm oking, genetic d isorders, and accidents 
and violence.
T hese  case exam ples are  not m eant to 
exhaust the universe of possible areas o f 
preventive activity. Rather, they show how 
som e o f the  m ore com m on diseases and 
disorders can be viewed from a preventive 
perspective, based on the cu rren t level o f 
knowledge in three key areas.4
•  Characteristics o f the disease, injury, 
or d isorder—is it sufficiently im por­
tant in incidence, prevalence, or seri­
ousness to w arrant preventive action 
as p a rt o f public policy? And, is it 
preventable? In whole or in part?
•  Are safe, effective, preventive meas­
ures cu rren tly  available? Do health 
benefits outweigh any risks?
4 T h e  source of  lhe.se questions is the Report of 
the Task Force on Theory, Practice, and Application of 
Prevention in Personal Health Services, Lester Breslow, 
chairman, in Preventive Medicine USA, New York: Prod- 
tsl, 1976. The task force derived these questions from 
several o ther  works (Wilson and Jungner,  1968: Mc- 
Keown, 1968; WHO, 1971; Cochrane and Holland, 
1971; and Whitby, 1974).
28
•  Is application o f  preventive measures 
feasible—in sociopolitical, econom ic, 
and technologic terms? W here do bar­
riers to im plem enting program s lie— 
in the environm ental, behavioral, or 
health services sectors?
Preventive program s like most public pol­
icy action m ust be designed in the absence o f 
complete inform ation. T he  issues raised ap ­
ply to virtually all preventive program s; they 
are linked to specific case examples only to 
provide the reader with a m ore m eaningful 
context in which to consider them . T h ro u g h ­
out, an attem pt is m ade to provide rep resen t­
ative references for readers who would like 
m ore detailed inform ation.
Case Example 1. Childhood 
Diseases Preventable Through 
Immunizations
C hildhood diseases preventable th ro u g h  
im munizations can be o f high incidence in 
unpro tected  populations, with serious conse­
quences (e.g., a fetus harm ed by a m other’s 
infection with rubella early in pregnancy). 
Relatively safe, efficacious, and cost-effective 
preventive measure's are available.
Im m unization against childhood diseases is 
o ften  considered one o f preventive m edi­
cine’s most indisputable successes. However, 
as o f 1976, a substantial p roportion—about 
40 p e rc e n t— o f th e  N a tio n ’s ch ild re n  1­
4 years of age rem ained incompletely im m u­
nized against measles, rubella, d iph theria , 
tetanus, pertussis (whooping cough), and po­
liomyelitis, and less than half o f young chil­
d ren  were im m unized against m um ps (Part 
B, table 36). U nderim m unization, except at 
the  youngest age level, occurred  less fre ­
quently in white children than in o ther racial 
groups (Part B, table 37). T he  lowest rates of 
im m unization and highest rates o f infection 
were found am ong children living in poverty 
areas, although those living in poverty areas 
ou tside  th e  cen tra l cities w ere som ew hat 
m ore likely to have been adequately im m u­
nized (Part B, table 38).
C urrently , efforts are being m ade to in­
crease parental awareness about im m uniza­
tions and to involve governm ent-funded pro ­
grams, such as Medicaid and  H ead Start, that 
serve younger children.
Im m unization against influenza is still con­
sidered an im portan t national public health 
effort. This program  faces continuing probJ 
lems, however, prim arily because o f the peri­
odic changes tha t occur in influenza virus 
strains, necessitating production and testing 
o f  new vaccines, o ften  on relatively sho rt 
notice.
Planning for any kind o f preventive p ro ­
grams, including im m unization program s, re ­
quires consideration o f possible side-effects 
arising  from  e ither the  preventive m ethod, 
such as an im m unizing agent o r X-ray screen­
ing technique, o r the service p rogram  that 
im plem ents it. A recent exam ple o f a preven­
tive m easure tha t had unanticipated negative 
side effects was use o f the swine influenza , 
vaccine, associated with G uillain-Barre Syn­
drom e (one case per 100,000 vaccinees).
Side-effects, although an im portan t consid­
eration , do not p reclude the  use o r accept­
ance o f a preventive m easure, if  the disease 
to be prevented is sufficiently severe o r the 
risk o f acqu iring  it sufficiently  high. For 
exam ple, the risk associated with smallpox 
vaccine was acceptable as long as the chance 
o f acquiring the disease was great enough. 
As recently as 11 years ago, there  were an 
estim ated 10 to 15 million cases o f smallpox 
in 44 countries, including 33 countries where 
sm allpox was considered endem ic (Boffey, 
1977). Now, with apparen t worldwide erad i­
cation o f smallpox, the risks o f  contracting 
the disease are so slim that, except for trav­
elers to a few areas, routine vaccination has 
been deem ed too risky and  has been aban­
doned  (Fulginiti, 1976).
In  con trast, poliom yelitis im m unization  
with live-virus vaccine continues even though 
there is a slight risk to vaccinees and the ir 
contacts o f  co n trac tin g  vaccine-associated 
paralytic poliomyelitis. T he  live-virus vaccine 
provides protection for an inadequately im ­
m unized population, like that o f the U nited 
States, which is still exposed to infection by 
wild polioviruses either persisting in the do ­
mestic population o r im ported  from  coun­
tries where the disease is prevalent (Institute 
o f Medicine, 1977; CDC, 1977a).
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Based on the experience with side-effects 
from  poliomyelitis and  influenza vaccines, 
many public health officials have suggested 
that a national policy on liability for injuries 
because o f im munizations would both protect 
the public and  help assure the con tinued  
p roduction  o f needed  im m unizing  agents 
(In s titu te  o f  M edicine, 1977; B ernzw eig, 
1977).
Case Example 2. Dental Caries— A 
Health Problem With an 
Environmental Approach to 
Prevention
D ental caries are of high prevalence. A 
safe, efficacious, and cost-effective preventive 
m easure (drinking fluoridated water) is avail­
able. By and large, im plem entation o f the 
preventive measure has proved feasible.
Dental caries rem ains a problem  affecting 
virtually all Americans. A m ong white chil­
dren  6-11 years o f age, the average num ber 
o f  d ecay ed , m issing  a n d  filled  
(DMF) perm anen t teeth appears to have in­
creased slightly between the periods 1963-65 
and  1971—73. T h e  DMF statistics am ong  
black children have increased m ore appreci­
ably and now are about the same as those for 
white children.
In 1971, about 4 percent o f adults 25-34 
years o f age had no natural teeth. Am ong 
those 65-74 years o f age, 45 percent had lost 
all their natural teeth (NCHS, 1974). In the 
older age groups, the prim ary cause o f tooth 
loss was p e rio d o n ta l d isease, bu t am ong  
young people, dental caries was a significant 
contributor to tooth loss.
O ne o f the most effective caries prevention 
strateg ies is the  flu o rid a tio n  o f  d r in k in g  
water supplies. In a 1975 survey, the Center 
for Disease Control found that m ore than 
105 million U.S. citizens w ere resid ing in 
communities that had w ater supplies with an 
optim al or h igher level o f fluoride (CDC, 
1977b). This was 49.4 percent o f the total 
U.S. popu la tion , and  59.3 percen t o f the 
population served by public water supplies. 
In 1967, only 41.5 percent o f the total popu­
lation received flu o rid a ted  d rin k in g  w ater 
(Part B, table 52).
Fluoride to reduce dental caries incidence 
can be adm inistered th rough  the drinking 
water supply, tablets, or m outh rinses, or it 
can be professionally applied directly to the 
teeth. Dental experts believe that fluoridation 
o f public drinking water supplies is the p ref­
erable procedure. “Comm unity fluoridation 
is not only effective, safe, and economical, it 
also approaches being an ideal public health 
measure because little effort on the part of 
the individual is required to produce benefi­
cial re su lts” (D riscoll, 1974). C om m unity  
water fluoridation program s cost from 10 to 
40 cents annually for each person served, but 
can reduce the am ount o f tooth decay in 
school-age children by as much as 65 percent, 
decrease the loss o f first pe rm an en t m olars 
am ong  ch ild ren  12-14 years o f age by ap ­
proxim ately  75 percen t, and  increase the 
num ber of caries-free children 12-14 years 
o f age 6-fold, according to dental experts 
(Walsh, 1977).
Fluoride m outh rinse program s, which d e­
pend on continued participation, may also be 
effective in some situations. Usually im ple­
m ented  in schools, the effectiveness of fluo­
ride m outh  rinses is estim ated as provid ing  
30-50 percent protection against new' caries.
Fluoridation program s depend on com m u­
nity interest and support for initial adoption 
as w'ell as m onitoring to ensure continued 
effectiveness. Despite its benefits, fluorida­
tion has not been accepted universally. A 
C enter for Disease Control study com pared 
total death  rates for all causes and  death  
rates for cancer in cities with and without 
fluoridated water. No evidence o f a harm ful 
effect o f fluoridation was found (Erickson, 
1978).
Effective as fluoridation is in reducing the 
incidence o f caries, a com prehensive preven­
tion strategy would also stress the im portance 
o f diet in preventing tooth decay, particularly 
the reduction o f sugar consum ption (Larson, 
1977).
Because the range o f possible preventive 
activities is so broad, a num ber o f govern­
m en t agencies o r d ep a rtm en ts  at various 
levels can be involved in preven tion  p ro ­
gram s, creating  problem s o f coordination.
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Most F ederal p rev en tio n  and  o th e r  public 
health initiatives require  im plem entation at 
the  local level. T h e  active p a r tn e rsh ip  th a t 
used to characterize relations am ong these 
levels o f  responsibility, has, in large part, 
been allowed to languish. Only recently has 
the need for renew ed em phasis on strong 
local health  d epartm en ts  begun  to be ex­
pressed in various national forum s (Institute 
o f Medicine, 1978).
Case Example 3. Cardiovascular 
Diseases
As leading causes o f death , disability, and 
econom ic b u rd e n , card iovascu lar diseases 
constitute major targets for prevention (Rice,
1976). Recent declines in death  rates from  
cardiovascular diseases raise in triguing ques­
tions as to the relative contributions o f m edi­
cal care  an d  tech n o lo g y  an d  p rev en tiv e  
health behavior.
T h e  hypertensive  d isease d ea th  ra te  has 
been declining the most rapidly o f  all the 
cardiovascular disease death categories. High 
blood pressure in some people is aggravated 
by such factors as obesity and salt intake. A 
large num ber o f people cannot control their 
high blood pressure th rough  diet and  weight 
reduction and  m ust have medical treatm ent. 
Reduction o f blood pressure by behavioral 
techniques, including relaxation therapy, is 
also un d er investigation.
Coronary heart disease is the most serious 
o f  all the cardiovascular diseases in term s o f 
prem ature deaths, disability, and days spent 
in the hospital. T he  m ajor independen t risk 
factors o f this disease are elevated serum  
cholesterol (particularly elevated low-density 
lip o p ro te in  cho lestero l, C -LD L), c igare tte  
sm oking, and  high blood p ressu re . O th e r 
factors tha t in teract with these m ajor risk 
factors to fu rth er increase risk are diabetes 
mellitus and oral contraceptive use by women 
who also smoke cigarettes. For some individ­
uals, risk factors for coronary heart disease 
may include physical inactivity and personal­
ity type.
T he  recent accelerated decline in coronary 
heart disease death  rates has been accom­
panied by behavioral changes tha t may re ­
duce cardiovascular disease risk as well as 
im provem ents in medical care. Research is 
ongoing to clarify these relationships (Rose et 
al., 1977). A m ong the cardiovascular disease 
risk factors tha t may have declined in the 
U.S. population are two o f  the m ore im por­
tan t ones— uncon tro lled  hypertension  and  
c ig a re tte  sm o k in g  am o n g  som e age-sex  
groups—and two still relatively controversial 
ones—dietary consum ption o f  saturated  fats 
and physical inactivity.5
M aintaining adherence to a lifestyle and 
medication regim en tha t will control hyper­
tension can be difficult, because the trea t­
m ent often seems overly strict o r has side 
effects that are m ore ap paren t to the patient 
than the risk im posed by high blood pres­
sure, which is often symptomless. Some data 
indicate that doctors and  the ir patients are 
becom ing m ore aware o f  the im portance o f  
hypertension control (NCHS, 1977; Stamler 
et al., 1976).
Eventually, sophisticated, individually-tai­
lored preventive program s may be designed 
(Salel et al., 1977) b u t in  th e  m eantim e, 
com m unity-based program s appear to be a 
reasonable approach  (Margolis, 1977).
T h e  S tan fo rd  H e a rt Disease P revention 
Program  has dem onstrated  increased com ­
m unity awareness o f  cardiovascular disease 
risk factors, changes in target behaviors, such 
as cigarette sm oking and  eating patterns, and 
a resu ltan t decrease in m easured cardiovas­
cular risk factors, including lower plasma- 
cholesterol concentration and  reduced  sys­
tolic blood pressure. T he  S tanford  research­
ers have fo u n d  an “o rd e rly  re la tio n sh ip  
am ong the knowledge o f  risk, the changes in 
behavior, and the physiologic changes in risk 
at the end o f the 2 years o f  in tervention” 
(Maccoby et al., 1977; F arquhar et al., 1977). 
But a final conclusion to this study awaits the
5 R ecent statistical analyses p e rfo rm e d  by the 
Division o f  Analysis, National C en ter fo r H ealth  Statis­
tics suggest tha t explanations fo r most o f  the decline in 
coronary heart disease m ortality relate to changes in 
behavior o the r than sm oking (Kleinm an, 1978). Foot­
note added  by Elinson an d  Wilson. '
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dem onstration o f  a decline in cardiovascular 
mortality.
A study begun in 1972 in N orth Karelia, 
Finland—which had the w orld’s highest cor­
onary heart disease rates—reports success in 
reducing the risk factors for cardiovascular 
disease. M ore im portan tly , it rep o rts  d e ­
creases in the incidence o f strokes and heart 
attacks with a trend away from  m ore severe 
“d efin ite” in farc t cases tow ard less severe 
“possible” cases. In the first 472 years o f the 
Finnish program , the percentage o f cigarette 
sm okers declined, consum ption  o f dietary 
fats decreased, and the average blood pres­
sure am ong hypertensive individuals was re­
duced (Puska, and M ustanieni, 1975; Puska 
et al., 1977). A ccording to one review er’s 
evaluation, “In N orth Karelia the sharp de­
cline in incidence o f strokes is impressive, 
and the suggestion o f decline in death from 
myocardial infarction is promising; but care­
ful evaluation must await com parison with 
experience in the reference county” (Breslow, 
1978). T hus, the results are, so far, regarded 
as tentative.
A feature o f cardiovascular diseases and 
many o ther m ultifactorial diseases that com­
plicates the design o f prevention program s is 
that they usually develop over a long period 
o f time. For this reason, achieving and sus­
taining motivation to reduce risk from factors 
as smoking, dietary habits, or reactions to 
stressful situations is difficult. In contrast, the 
“benefits” o f  unhealth fu l habits are often 
im m ediate gratification, fu lfillm ent o f the 
desire for certain unhealthful foods or ciga­
rettes. Powerful stimuli in the social environ­
m ent, including advertising, prom ote unheal­
thy choices.
Prospective epidem iologic studies would 
enable m ore exact defin ition  o f causative 
factors and m ight provide a m ore persuasive 
pa tien t education  tool. Such studies have 
been extremely difficult to conduct because 
o f  the  wide ran g e  o f  behav io rs  and  the 
n um ber o f env ironm enta l in fluences tha t 
would have to be controlled, the rudim entary  
understanding  about some o ther im portant 
risk factors, including genetic ones, and also 
because o f the long latent period that makes 
followup so difficult.
Case Example 4. Occupation- 
Related Diseases
T he incidence and prevalence rates for 
occupation-related diseases (particularly can­
cers, chronic lung disorders, sterility, birth 
defects, cen tral nervous system disorders, 
neuroses and mental disorders, and deafness) 
a re  h igh  fo r som e o ccu p a tio n a l g ro u p s. 
These diseases are to a large extent prevent­
able through the control o f workers’ expo­
sure to hazardous chemical or physical agents 
and through the im provem ent o f work proc­
esses. Im p lem en ta tion  o f p reven tion  p ro ­
grams in these areas poses significant feasibil­
ity problems.
Estimates place the num ber o f deaths each 
year from occupational diseases at 100,000, 
with 390,000 new cases o f occupational dis­
eases recognized (Com ptroller General, Re­
port to the Congress, 1977). T he true extent 
of occupational diseases is probably consider­
ably larger, although the exact incidence and 
prevalence are unknown, because the occu­
pational etiology o f many diseases and deaths 
is either unrecognized or, if suspected, u n re­
ported (National Institutes o f H ealth and the 
A m erican College o f Preventive M edicine, 
1976b; Peters, 1978).
Occupational exposures to toxic chemicals 
and physical hazards (e.g., noise, radiation, 
vibration) can produce long-term  dam age to 
the brain and other critical organs, carcino­
genesis, m utagenesis (i.e., genetic changes 
potentially transm issable to fu tu re  genera­
tions), and teratogenesis (i.e., birth defects 
tha t affect only a single generation). T he 
effects on reproductive capacity can be di­
verse—stillbirths, spontaneous abortions, re ­
duced  fertility , and  sterility (H un t, 1976; 
Bingham, 1976; Infante et al., 1976).
Rates of cancers for various occupational 
groups have been com pared with rates for 
corresponding  age and racial groups, with 
the general population or with rates for other 
occupational groups, in o rder to obtain esti­
mates o f relative risk. For example:
•  Asbestos and textile workers with 20 
years in the industry have more than 
4 times the risk o f respiratory system
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cancer as the general population (Ni­
cholson, 1976).
•  W orkers with 5 years o r m ore experi­
ence in some coke-oven jobs have a 
risk o f  lung cancer almost 11 times 
that o f o ther steelworkers (Redm ond, 
Strobino, and Cypress, 1976).
•  R ubber w orkers 40-64 years o f age 
are at 3 times g reater risk o f dying 
from  lym phatic  leukem ia th an  the 
general male population (McMichael,
' Andjelkovic, and Tyroler, 1976).
■ 1 •  Atomic energy workers have a death 
rate from  cancer o f the pancreas that 
is m ore than twice that o f a com para­
ble population (Kneale, Stewart, and
■ Mancuso, 1978).
U nfortunately, statistical data about expo­
sure to hazardous physical environm ents for 
various occupations are hard  to obtain. Rec­
ords o f intensity, duration, and combinations 
o f exposures are usually not available. Fed­
eral legislation has been proposed to test the 
feasibility o f relating occupational exposure 
and  subsequent incidence o f  cancer. T h e  
National D eath Index  being developed by 
the National C enter for H ealth Statistics will 
provide a new capability for assessing m ortal­
ity risks o f special populations such as work­
ers exposed to hazardous environm ents. In  
any event, m ore analysis o f  existing mortality 
and  hea lth  da ta  by occupation  shou ld  be 
informative.
T he  lack o f adequate data on occupational 
diseases may be one reason  th a t effective 
control efforts have lagged. T he patterns o f 
disease that are being noted am ong popula­
tions living in the vicinity o f  certain m anufac­
tu rin g  plants (Brady et al., 1977), am ong 
fam ilies o f  w orkers in c e rta in  in d u s tr ie s  
(B aker e t al., 1977; CDC, 1977c), and  in 
special circumstances w here intense non in­
dustrial exposures occur (Bekesi et al., 1978) 
indicate that g reater understand ing  o f occu­
pational hazards could benefit a population 
far g reater than the working population.
C ontrol o f occupational hazards can be 
approached through modifications directed 
at the environm ent and the work process, 
modifications directed at the worker, or some 
com bination o f these. M odification o f the
work environm ent—the m anufacturing plant, 
processes and m aterials used—is probably the 
most effective. '
Modifications directed a t the w orker can 
be achieved by providing special protective 
gear; allowing a m axim um  daily; weekly, or 
annual exposure; identifying high-risk indi­
viduals; m aintaining surveillance o f  body lev­
els o f  substances and ro tating  workers out o f 
an environm ent p roducing  excessive expo­
sures; or adm inistering chelating substances— 
chemicals capable o f  rem oving o ther, p re ­
sum ably m ore hazardous, chem icals from  
body tissues. U nfortunately, personal protec­
tive equipm ent is often uncom fortable and 
otherwise inconvenient for workers to use. 
Differential pay for jobs deem ed' m ore haz­
ardous, or allowing overtim e work in hazard­
ous jobs, requires employees to choose be­
tween long-term  risks to health and  immediate 
financial benefits. Similarly, the concentra­
tion o f hazardous industries in a geographic 
area, o r the ir location in otherwise econom i­
cally depressed com m unities, provides little 
choice for workers. '
T he Occupational Safety and  H ealth  Act 
o f 1970 m andated that workers be protected 
from  w orkplace hazards, b u t im plem entation 
o f the law has been inadequate. T he  Federal 
regulatory process, th rough  the Occupational 
Safety and  H ealth  A dm inistration, has been 
ineffective because its enforcem ent pow er is 
weak, fines have been low, and  there  has 
been  an  em phasis  on sa fe ty  r a th e r  th a n  
hea lth  violations. A special task force on 
prevention efforts relating to  environm ental 
health concluded in 1976 tha t the Act had 
“ n o t yet no ticeably  affec ted  occupa tiona l 
health in the U nited States” (N ational Insti­
tutes o f H ealth and the A m erican College of 
Preventive M edicine, 1976b). C urren tly , a 
Federal Interagency Task Force on W ork­
place Safety and  H ealth is investigating the 
state o f knowledge in this area and will be 
m aking recom m endations fo r fu tu re  p ro ­
gram s and research.
Limited as these preventive efforts have 
been, preventing the adverse mental health 
consequences o f work has been an even m ore 
neglected area, despite classic studies showing 
the deleterious m ental health effects o f  occu­
pational stress (Zaleznik, O ndrack, and Silver,
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1970; DHEW , 1973). In  one industry, at least 
40 percen t o f some categories o f workers 
showed symptoms o f mental health problems, 
the key correlate o f which was job  satisfaction 
(K ornhauser, 1965).
Some em ployers have initiated prom ising 
job  redesign techniques, giving workers hav­
ing m ore control over their work and more 
variety in the tasks to be perform ed (DHEW, 
1973). These em ployers have recognized op­
portunities to reduce job  dissatisfaction and 
some o f its costly consequences—absenteeism, 
em ployee tu rn o v e r, alcoholism  and  d ru g  
abuse am ong w orkers, waste o f m aterials, 
industrial sabotage and plant shutdow ns—as 
well as to increase productivity. Such efforts 
are still unusual.
Case Example 5. Diseases Related 
to Cigarette Smoking
Prevention o f cigarette sm oking may be 
the most prom ising action that can be taken 
to reduce the incidence o f serious chronic 
disease and its consequences o f disability and 
untimely death.
Lung cancer and other diseases resulting 
from  cigarette smoking are o f high incidence 
and seriousness. For lung cancer, the vast 
majority o f cases are fatal in a short period 
o f time. Avoidance o f cigarette smoking is a 
safe, effective preventive m easure, but poses 
significant feasibility problem s related to in­
dividual behavior choice and national eco­
nomic policies.
A ccording to the W orld H ealth O rganiza­
tion, “sm oking-related diseases are such im ­
portan t causes o f disability and p rem ature 
death in developed countries that the control 
of cigarette smoking could do m ore to im­
prove health and prolong life in these coun­
tries than any o ther single action in the whole 
field o f preventive medicine” (W HO, 1975).
In  the nearly 30 years since epidemiologic 
evidence began to link cigarette smoking and 
lung cancer, many o ther deleterious health 
effects have been found to be associated with 
sm oking. O verall, c igare tte  sm okers have 
h igher death  rates than nonsm okers. In a 
special study, the 1966-1968 age-adjusted  
death rates for all causes am ong men 35-54
years o f age were found to be about twice as 
high for those who smoked cigarettes as for 
those who had never smoked. For men 55­
74 years o f age, men who smoked had over
1.5 times the death  rates o f nonsm okers. 
Death rates o f women sm okers were 1.77 
times those o f nonsm oking women (Godley 
and Kruegel, 1975).
Considerations in developing a cigarette smoking 
prevention strategy.—Since the first Surgeon 
G enera l’s re p o rt disclosed the hazards o f 
cigarette smoking, 29 million Americans have 
quit the habit, 95 percent of them  without 
the help o f organized smoking cessation p ro ­
grams (National Cancer Institute, 1977). T he 
prevalence o f smoking within certain groups 
has dropped  markedly. About 60 percent o f 
physicians, dentists, and  pharm acists who 
ever smoked have quit, and the percent of 
these professionals who now smoke are down 
to 21, 30, and 28 percent, respectively. In the 
general population, the proportion o f cu r­
ren t smokers am ong all males is 41.9 percent, 
and am ong all females, 32 percent (Part B, 
table 48). T his decline in sm oking am ong 
p red o m in an tly  m ale h ea lth  p ro fessionals 
may, in part, have resulted from awareness 
of the negative health im pact of tobacco use.
A greater proportion o f nurses are curren t 
sm okers com pared  with the o th e r health  
p ro fe ss io n a ls  su rv ey ed . T h e  p e rc e n t o f 
nu rses who are  sm okers did no t decline 
between 1967 and 1975. Nurses are more 
likely to be smokers than the general adult 
fem ale  p o p u la tio n . O n th e  o th e r  h an d , 
nurses smoke fewer cigarettes per day than 
physicians, den tists  and  pharm acists who 
smoke.
First filter cigarettes, then low-tar and low- 
nicotine cigarettes, and now filtered cigarette 
holders have gained broad public acceptance, 
ind icating  some recognition o f the health  
hazards o f smoking am ong people unwilling 
to quit smoking altogether.
Behavioral scientists have devoted consid­
erable attention to ways to help people who 
want either to cease smoking or to rem ain 
abstainers. In the past, antism oking clinics 
have had high dropou t rates and, regardless 
o f the  in terv en tio n  techn ique used, the ir 
clients have had high rates o f relapse after 
the program  term inated.
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T h e  S tan fo rd  H eart Disease Prevention 
P rogram  attacked  c igare tte  sm oking  as a 
p rim ary  cardiovascular disease risk factor 
th ro u g h  in s tru c tio n  involv ing  g ro u p  and  
hom e counseling, reinforced by subsequent, 
less intensive counseling. Forty to fifty per­
cent reductions in both cigarettes smoked per 
day and percent o f cigarette smokers were 
rep o rted  (McAlister, M eyer, and Maccoby,
1976).
Nevertheless, most people have great diffi­
culty ending the smoking habit. Diverse pub­
lic actions have been proposed:
•  To decrease exposure to positive im­
ages o f smoking by greater regulation 
(or elimination) o f advertising for to­
bacco products, especially messages di­
rected at adolescents.
•  T o  provide negative images o f smok­
ing in school health  education p ro ­
grams and th rough  counter-advertis­
ing.
•  T o  decrease th e  social acceptability  
o f smoking, as well as to protect the 
rights (or health) o f  nonsm okers, by 
segregating smokers and  nonsm okers 
in some public places o r workplaces.
•  T o  eliminate entirely the opportunity  
to smoke in many o ther public places, 
with fines for violators.
•  T o  increase the cost o f  sm oking by 
additional taxation, o r by decreasing 
health  and  life insurance prem ium s 
for nonsm okers. New cigarette taxes 
m ight be geared to the cigarettes’ ta r 
and  nicotine conten t, to encourage 
sm oking presum ably less hazardous 
cigarettes.
Any disease prevention plan that envisages 
substantial dislocation in the multibillion dol­
la r tobacco industry  faces severe political 
problem s. For one th ing, tobacco farm ers 
produce a yearly crop now valued at over 
$2.4 billion; in 1976, cigarette m anufacturers 
had retail sales o f over $15.5 billion and 
profits exceeding $1.1 billion. For another, 
the Federal and State governm ents received 
an estim ated  $5.9 billion in c igare tte  tax 
revenues in fiscal 1976 (D epartm ent o f A gri­
culture, 1977). In  addition, tobacco is ranked
fo u rth  am ong  U.S. farm  crops in ex p o rt 
value, and  this is at a time w hen the U.S. 
balance o f paym ents situation places great 
im portance on expo rt com m odities (Fried­
man, 1975).
R ecen tly , a specia l s tu d y  com m ission  
form ed by the American Cancer Society esti­
m ated  th e  econom ic gains fro m  tobacco  
p ro d u c ts—sales o f  the  crop , tax revenues, 
employee payrolls, and sales o f related ferti­
lizer, pesticides, fuel, and so forth—at under- 
$12 billion , bu t estim ated  th e  costs o f  the 
sm oking  hab it—from  m edical and  hospital 
bills, lost income from  workdays missed be­
cause o f cigarette-related illness—as $18 bil­
lion (National Commission on Sm oking and 
Public Policy, 1978). A nother estimate places 
the  to tal d irec t an d  in d irec t costs o f  sm ok­
ing—induced  diseases at $27.5 billion, $8.2 
billion o f  which is in d irect health  care costs 
(Luce and Schweitzer, 1978).
T he political and economic force wielded 
by the  tobacco in d u stry  has im peded  the 
developm ent o f  effective national policies 
tha t m ight decrease the dem and  for ciga­
rettes beyond the elim ination o f  broadcast 
advertising o f tobacco products, and  the re­
q u ire m e n ts  fo r  p ackage  an d  a d v e rtis in g  
w arn ing  labels and  statem ents o f  ta r  and  
n ico tine co n ten t. C onsiderab le  e ffo rt has 
been expended in the developm ent and p ro ­
motion o f  low ta r and nicotine cigarettes.
A detailed discussion on cigarette smoking 
and its im pact on health and  mortality can be 
found in the special 1979 Surgeon General’s 
Report on Smoking and Health.
In  few areas in the field o f  disease preven­
tion is the conflict between an individual’s 
right to follow a chosen course o f action and 
society’s interest in m aintaining public health 
m ore clearly draw n th an  in the  personal 
decisions rela ting  to tobacco as well as to 
alcohol and d ru g  use. T he  cu rren t emphasis 
on the im portance o f individual actions in 
m aintaining health seems perhaps most ap ­
propriate when applied to these behaviors, 
partly because the health and safety hazards 
are clear and not confined to the individuals 
who participate in the behaviors, and partly 
because o f traditional sanctions.
T he argum ent that individuals should take 
m ore responsibility for their own health, that
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society is o v e rb u rd en ed  by the econom ic 
consequences o f irresponsible individual be­
havior, that the medical care system cannot 
absorb an expanding burden  o f illness from 
unnecessary disease and injury b rought on 
by individual behavior choices, are all varia­
tions on one them e—individuals control their 
actions and the health consequences o f those 
actions, an idea popularly term ed “blaming 
the victim.” Yet, traditional American values 
o f self-determ ination and personal privacy 
inhibit the developm ent of prevention strate­
gies tha t would strictly regulate individual 
behavior.
G overnm ent can take action, however, af­
fecting the social environm ent. T he existence 
an d  co n seq u en ces  o f  p e rso n a l b eh av io r 
choices o f all types are often not apparent, 
and  h ea lth fu l choices may be d ifficu lt to 
make, even when recognized. Decisions to 
smoke cigarettes, drink alcohol to excess, and 
take drugs are not simply m atters o f individ­
ual choice. They take place in the context of 
a society that has glamorized such behavior 
th rough advertising and m ore subtle means 
and that continues to support industries p ro ­
ducing unhealthful products, enacts or en ­
forces laws against certa in  behaviors u n ­
evenly, has p rovided  am biguous messages 
about the kinds o f behavior that are accepta­
ble, and, perhaps most im portan t, has not 
acted to am eliorate some o f the socioeco­
nomic and  o th e r stressful conditions tha t 
foster unhealthful decisions. T he fruitfulness 
o f relying on individual responsibility for 
health m ight by increased if some o f these 
imbalances and gaps in understand ing  were 
corrected.
Case Example 6. Genetic 
Disorders
Genetic disorders are those with a clearly 
defined mechanism o f inheritance, in which 
a genetic com ponent plays a substantial role 
or results from  a chrom osom al abnorm ality— 
one or m ore m utant genes, or alterations in 
the num ber, size, or arrangem ent of chro­
mosomes. They can cause d isturbances in 
body chem istry , physiology, o r s tru c tu re ,
often resulting in lifelong physical or mental 
im pairm ent.
Safe, effective preven tive m easures are 
available for some o f these diseases in the 
form  o f genetic counseling, prenatal diagno­
sis followed by term ination o f affected preg­
nancies, or early treatm ent to prevent devel­
o p m e n t o f  disease. T h e re  a re , how ever, 
im portan t constraints on the feasibility o f 
prevention  p rogram s for genetic diseases, 
such as abortion, that relate partly to the 
availability of appropriate health care services 
and partly to m arked differences in religious 
and ethical value systems in our society.
Few reliable estimates o f the incidence of 
genetic disease and disability exist. Reports 
from  some populations indicate that 6 per­
cent of neonates are afflicted with serious 
diseases in which genetic factors are signifi­
cant. Surveys show that genetic factors con­
tribute, directly or indirectly, to the hospital­
ization  o f  a r a th e r  la rg e  p ro p o r tio n  o f 
children. Genetically determ ined conditions 
constitute the second most frequent cause of 
death prior to 1 year of age (NGHS, 1975).
T he overall incidence o f single-gene disor­
ders is about 10 in 1,000 live births. T he 
num ber o f d ifferen t diseases resulting from 
alterations o f a single gene is very large, 
2,336 in 1975, and it is growing constantly as 
new ones are recognized. A lthough each of 
these individual conditions may occur infre­
quently, the aggregate of single-gene disor­
ders has considerable im pact on health, es­
pecially that o f children. Surveys indicate that
6.7 o f every 1,000 newborn infants have a 
readily detectable chromosom al anomaly.
Effective prevention strategies have been 
devised for a num ber o f specific conditions, 
and may prove applicable to o ther conditions 
as techniques for identify ing  families and 
pregnancies at risk become more refined.
Secondary prevention o f some inherited 
metabolic diseases is possible by early case­
finding th rough  screening either prior to or 
immediately after birth, followed by appro ­
priate treatm ent before irreversible dam age 
occurs. T h e  c o n d itio n  w hich has been  
screened for most extensively is phenylketon­
uria (PKU). If  an infant with PKU is identi­
fied by a blood test shortly after birth, and 
appropria te  dietary treatm ent begun before
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six weeks o f  age, the severe mental re ta rda­
tion that accompanies this condition is p re ­
vented. M any States have laws m andating  
screening o f  new borns fo r PKU (National 
R esearch Council, 1975). O th e r m etabolic 
disorders, as well as congenital hypothyroid­
ism, can be successfully prevented th rough  
early detection and treatm ent.
Many genetic diseases can be detected p re ­
natally, th rough  analysis, o f a small am ount 
o f amniotic fluid. W hen testing reveals that a 
fe tus will be a fflic ted  by one o f  these  d is­
eases, p aren ts  can then  decide fo r th em ­
selves w hether o r no t to con tinue the p reg ­
nancy.
Some genetic disorders, such as hem ophi­
lia, affect prim arily one sex, usually male. 
Because recessive sex-linked d isorders are 
relatively rare, parents usually do not know 
they harbor the faulty genetic material until 
after the b irth  o f the first affected child. For 
most o f these diseases, the sex o f the fetus is 
all that can be determ ined. Parents m ust then 
face the difficult choice o f w hether or not to 
te rm inate  any pregnancy  carry ing  a male 
fetus when there is a 50 percent chance of 
that fetus being harm ed.
For an increasing num ber o f genetic disor­
ders, there are screening tests that can iden­
tify paren ts who a re  carriers o f  defective 
genes. T he  best-known screening program s 
for parents who want to know if they are 
carriers are those for sickle cell anem ia and 
Tay-Sach’s disease.
Genetic counseling is a part o f  all strategies 
for prevention o f  genetic diseases. Examples 
o f situations where counseling can be helpful 
are: couples in which the woman is over 35 
years o f  age, and therefore has an increased 
risk o f p ro d u c in g  an in fan t with D ow n’s 
syndrom e; couples with a familial history of 
certain inherited  diseases; couples in which 
the partners are blood relatives; and couples 
in w hich one o r b o th  p a r tn e rs  has been 
exposed to powerful m utagenic agents, such 
as radiation o r certain chemicals. In many 
cases, counseling serves to allay parental fears 
about the risk o f  reproduction . In  others, 
subsequent testing may be indicated.
Many birth  defects have a strong  genetic 
com ponent in their etiology. A bout 24 out o f 
every 1,000 new babies have a significant and
detectable m alform ation at b irth  (Ash, Ven- 
nart, and Carter, 1977), and  twice as many 
congenital defects are  d iagnosed  in  o lder 
children. A pproxim ately 30 percen t o f  chil­
d ren  in hospital wards are there  because o f 
congenital defects. Relatively little progress 
has been m ade in reducing  these rates (Na­
tional Research Council, 1976).
Several environm ental agents are probably 
im portan t in causing such b irth  defects as 
cleft palate, w hen the ap p ro p ria te  genetic 
m akeup is present. D ifferential susceptibility 
to severe b irth  defects from  infection during  
pregnancy by viruses, such as rubella (Ger­
m an measles), cytom egalovirus, herpes, or 
o ther agents, such as Toxoplasm a gondii or 
the syphilis spirochete may also have a ge­
netic basis. Once an infectious environm ental 
agent is identified, the potential for preven­
tion exists, as with prevention o f  the congen­
ital rubella syndrom e th ro u g h  app rop ria te  
im m unization  o r p reven tion  o f  congenital 
syphilis th rough  early treatm ent.
T he genetic predisposition to neural tube 
defects is well known. A prenatal screening 
test fo r the  a m o u n t o f  a lp h a -fe to p ro te in  
(AFP) in am niotic fluid is available that re­
veals about 95 percent o f  open neural tube 
defects. Screening is im practical fo r families 
w ithout a history o f the defect; however, it 
m ay becom e feasible fo r all w om en w ith 
im proved tests for AFP in m aternal serum .
A ccording to inform ation from  the C enter 
fo r Disease C ontrol’s congenital m alform a­
tions surveillance program , the incidence of 
neural tube defects (anencephaly and spina 
bifida) in the U nited States was estim ated to 
be 8.8 per 10,000 births in the year ending  
Septem ber 1977 (CDC, 1978).
N eural tube defects p roduce a range o f  
serious im pairm ents and often  have associ­
ated abnorm alities and complications. Infants 
that survive and undergo  surgery to close the 
open lesion often have severe handicaps— 
paralysis o f the legs, incontinence, deform ity, 
and sometimes m ental deterioration, am ong 
o ther conditions (Prevention o f  Spina Bifida, 
1978). Caring for such a child puts a great 
strain  on family m em bers. O ne study re ­
vealed a d ivorce ra te  fo r fam ilies w ith a 
surviving spina bifida child that was 9 times
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the rate o f a com parative population (Tew et 
al., 1977).
Lack o f awareness by the general public 
and health professionals is particularly severe 
in the case o f  genetic disorders. At least one 
survey has revealed that genetic disease is not 
considered very im portant by a majority o f 
physicians (Rosenstock, Childs, and Simopou- 
los, 1975), making them  unlikely to take the 
steps necessary for prevention, or to inform  
their patients about the possibility o f disease 
and ways to avoid it.
Genetic counseling is not widely offered 
now, and genetic counseling is not usually 
covered by health insurance.
In 1976, the National Sickle Cell Anemia, 
Cooley’s A nem ia, Tay-Sachs, and  G enetic 
Disease Act became law. It was intended to 
provide research support, training, counsel­
ing, and  in fo rm atio n  and  education  p ro ­
grams regard ing  genetic diseases. No funds 
were appropria ted  to carry out this mission 
until 1978, however, when $4 million was 
granted (the act authorized $30 million an ­
nually).
Case Example 7. Violence
Violence is discussed here because, while it 
is an im portant com ponent o f mortality statis­
tics, it is relatively neglected by the health 
establishment.
Violent causes of death  and disability— 
m urder, suicide and accidents—are for the 
most part the consequences o f hum an action 
and presumably, therefore, mostly prevent­
able. Unlike the overall death rate which is at 
its lowest point in the history o f the United 
States, death rates from  violent causes were 
higher in the 1970’s than they were in the 
1950’s and the 1960’s. Lest one be led to a 
conclusion that rising death rates from vio­
lent and accidental causes are inevitable, it is 
well to rem e m b er th a t d ea th  ra tes from  
violent and accidental causes were actually 
higher in the 1930’s. T he economic depres­
sion o f the 1930’s led to the investigation of 
socioeconomic conditions as causative agents 
o f h igh m ortality  (K itagawa and  H auser, 
1973) and o f certain forms o f violence (Hov- 
land and Sears, 1940). M ore recently  the
relation between economic stability and m or­
tality has been studied (B renner, 1977).
In the 1970’s, nearly 1 death in every 12 (8 
percent) was caused by violence and acci­
den ts. V iolent and  acciden tal d ea th  as a 
proportion o f all deaths has been constant 
th roughout the 1970’s. Data for 1976 show 
that the proportions vary markedly from  age 
group  to age g roup—from  2 percent in the 
oldest age groups, 75 years o f age and over, 
to 3 out of every 4 deaths, 74 percent, am ong 
people 15-24 years o f age. More than half of 
all deaths o f children 5-14 years o f age, and 
o f  young  ad u lts  25 -3 4  years o f  age are  
attributable to violent causes. Deaths from 
violent and accidental causes as a proportion 
o f total deaths decline sharply with age d rop ­
ping to 1 in 4 for people 35-44 years o f age, 
1 in 10 for people 45-54 years o f age, and 1 
in 20 for people 55-64 years o f age (see 
figure 1).
Accidents.—In 1976, one o f the most p re ­
ventable causes o f death killed 100,761 peo­
ple. These were deaths caused by accidents; 
nearly half from  m otor vehicle accidents. On 
any long weekend more people are killed on 
the highw ays by m otor vehicles than  are 
killed in a year by tornadoes or hurricanes 
(Iskrant and Joliet, 1968).
A ccidents—largely m anm ade—curren tly  
constitute the fourth  leading cause o f death 
in the U nited States, afte r h eart diseases, 
cancers, and  cereb rovascu lar diseases. In 
1976, accidents accounted for 5.3 percent of 
all deaths.
T h roughou t school years, early work years, 
and early years o f m arriage, a person in the 
United States is more likely to die from  an 
accident than from any o ther cause. Acci­
dents are the leading cause o f death am ong 
people 1-34 years o f age. In 1976, accidents 
were responsible for exactly half the deaths 
o f all children and young people (1—24 years 
o f age).
Deaths from  accidents, especially m otor 
vehicle accidents, are o f unequal occurrence 
geographically across the United States. T he 
highest rates o f death from  m otor vehicle 
accidents occurred in the W estern States of 
Wyoming and New Mexico. In general, death 
ra tes from  m oto r vehicle accidents w ere
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Figure 1. Percent of deaths attributed to accidents, homicide, and suicide, according to age:
United States, 1976
lower in the N ortheastern  States than they 
were in o ther regions o f the country.
T he U.S. record  in prevention o f deaths 
from  accidents is notable. Death rates from  
accidents have declined dramatically du ring  
re c e n t decad es , in p rac tica lly  every  age 
group. For older adults, the death  rates from  
accidents in the 1970’s have been h a lf o f 
w hat they w ere in 1950. A dolescents and  
young adults are an exception to this trend ; 
the death  rates from  accidents for people 15­
24 years o f  age have been as high in the 
1970’s as they were in 1930.
In  the 1970’s, death rates from  accidents 
continued to decline for the population as a 
whole, but relatively slowly. This was true  for 
m o to r vehicle accidents as well as fo r all 
o th e r accidents. T h e  to tal dea th  ra te  fo r 
accidents d ropped  to a record low o f 46.9 
per 100,000 for 1976. D uring this period, 
however, there was a slight increase in the 
age-adjusted rate for m otor vehicle accidents. 
T he rise in death rates from  m otor vehicle 
accidents in 1976 follows on the  heels o f 
decreases d u rin g  the 2 years im m ediately 
p reced ing . B etw een 1973 and  1974, and
again between 1974 and  1975, there  were 
decreases in death  rates from  m otor vehicle 
accidents. I t  has becom e com m on in citing 
these earlie r declines to take no te  o f  the 
N ation’s gasoline shortage and  legislation es­
tablishing 55 miles per hou r speedlimits as 
contributory. T h e  effect o f  these events on 
m otor vehicle fatalities appears to have worn 
off.
M ales c o n tin u e  to  be k illed  m o re  f r e ­
quently in accidents than  females, especially 
in m otor vehicle accidents. Males are nearly 
3 times (2.78) as likely to die in m otor vehicle 
accidents as females. T h e  age-adjusted fe­
male death rate from  m otor vehicle fatalities 
rose between 1975 and 1976 while the rate 
for males decreased slightly.
Injuries from  accidents, although almost as 
com m on as the com m on cold and  den ta l 
caries, are largely preventable. Certain types 
o f accidents are relatively rare  and  would be 
extrem ely  costly to p reven t. “T h e  cost o f 
prevention far exceeds the expected loss; so 
the  accident shou ld  be allow ed to occur’’ 
(Schwartz and Komesar, 1978).
Injuries caused by accidents are incurred
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by 30 for every 100 persons in the United 
States each year. These statistics refer to only 
those injuries serious enough to receive m ed­
ical attention or cause restricted activity for 
at least one day. Children un d er 6 years of 
age incur nonfatal injuries m ore than adults; 
boys more than girls.
In  term s o f serious disability, how ever, 
days in bed o r days o f restric ted  activity, 
injuries account for m ore disability am ong 
older people than younger people.
Homicide.— M odern medical and hospital 
care were relatively helpless in the prevention 
o f ano ther 46,386 deaths in 1976 by hom i­
cide and suicide.
T he increase in homicide that began in the 
early 1960’s reached the record high in 1974. 
T he homicide rate decreased in 1975, and 
decreased fu rth er in 1976. As with accidents, 
males a re  m ore likely to be victims than  
females. T he most likely m urder victim is a 
male 25-34 years o f age. A fter age 35, the 
older a person gets the less likely he or she is 
to be m urdered. People o ther than white are 
6 times m ore likely to be m urder victims than 
are white people. Males o ther than white are 
20 times likely to be m urdered  than white 
females.
Since 1940, the homicide rate has risen in 
every age group. It should be noted, how­
ever, that in 1930, when the country was in 
th e  m idst o f  its m ost se rio u s  econom ic 
depression, the homicide rate was about as 
high as it was in 1970 for virtually all age 
groups.
T he homicide rates were at their lowest in 
the  1950’s and  1960’s. For exam ple , the 
homicide rate in 1960 for people 15-24 years 
o f age was half of what it was in 1976, and 
one-third less than for people 25-34 years of 
age. T he  conditions o f life for young adults 
appear to have changed drastically du ring  
the 1970’s—for the worse, as indexed  by 
homicide rates. Clues to preventive action 
with respect to homicide are not likely to be 
found in the dem ographic characteristics o f 
the victim. Rather they are to be sought in 
the circumstances o f life o f both victim and 
m u rdere r, as well as in the technology o f 
m urder.
It is well known that the U nited States is a 
world leader in homicide rates by firearms.
In 1974, the homicide rate by firearm s was
6.6 per 100,000 population having risen from
5.6 in 1971 and 4.5 in 1968. Between the 
1940’s and the 1970’s, the increasing use of 
guns to kill people in the United States has 
been m arked (Farley, 1978).
Deaths from  homicidal violence en ter into 
“health” statistics as mortality rates. T he p re­
vention o f homicides is not usually regarded 
as a “health prom otion or disease prevention” 
problem. Despite the substantial contribution 
of homicidal violence to the Nation’s health 
statistics, the D epartm ent o f Health, Educa­
tion, and W elfare has no targeted program  
devoted to the reduction o f mortality rates by 
prevention of homicide.
Suicide.—Suicide took even m ore lives than 
homicide in 1976. T he suicide rate, like the 
hom icide rate , declined slightly from  the 
previous year. Again, as with the o ther vio­
lent causes o f death—accidents and hom i­
cide—males had a m uch higher rate than 
females. In 1976, the age-adjusted suicide 
rate for males was nearly 3 times that for 
females.
In contrast to homicide, suicide rates are 
higher for whites than for o ther races. This 
is the case for both sexes. Unlike homicide, 
suicide is evenly distributed over age cate­
gories.
Suicide rates am ong younger people were 
higher in the 1970’s than they were in the 
1950’s and 1960’s, reaching or exceeding the 
levels achieved during  the depression years 
of the 1930’s. T he high suicide rates among 
younger people du ring  the 1970’s is coinci­
den t with the high homicide rates during  this 
period and the high level of mortality from  
other violent causes, in general.
SUMMARY
Some statistical data have been presented 
which suggest that the incidence of certain 
specific diseases and consequent disability as 
well as the occurrence o f untimely deaths 
could be substantially reduced if the health 
knowledge already available today were more 
effectively applied. Unnecessary disease, dis­
ability and untimely deaths can be counted as 
“sentinel even ts” which reveal w here the
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quality o f medical care can be im proved. But 
even im proved  m edical care  is unab le  to 
prevent disease arising ou t o f  unhealth fu l 
personal behavior, such as cigarette smoking, 
poor eating, and lack o f physical activity. T he 
extent and distribution o f unhealthful per­
sonal behaviors can be m easured  and the 
im pact o f program s d irected  tow ard the ir 
red u c tio n  can be quan tita tiv e ly  assessed. 
Likewise, use o f preventive medical services, 
such as im m unizations and  blood pressure 
readings, can be m onitored by sample su r­
veys o f the population. A major area which 
currently suffers from  a lack o f dependable 
statistical inform ation is the world o f work, 
and the exposure o f occupational groups to 
m anm ade hazards. In fo rm atio n  is needed  
about the health  consequences o f environ­
mental exposure at the workplace and else­
w here. O f critical im p o rtan ce  also is the 
continuous evaluation o f  prescrip tions for 
m odifying life-styles and the developm ent o f 
co n v in c in g  ev id en ce  a b o u t th e ir  co n se ­
quences for health.
B eyond im p ro v em en t in th e  quality  o f  
medical care, there  is little doubt that unnec­
essary disease and  untim ely deaths can be 
reduced by acceptable intervention strategies 
in the  areas o f  personal hea lth  behavior, 
modification o f the environm ent at work and 
elsewhere, and control o f weapons and vehi­
cles people use to kill themselves and  each 
other. Recognized as m aking significant con­
tribution to this country’s m ortality statistics, 
deaths from  violence continue somehow to 
be excluded from  the day-to-day concerns o f 
the health establishment. A long with o ther 
major killers they too could be considered as 
targets o f opportunity  for prevention.
U n n ecessa ry  d isease  a n d  in ju r ie s  also 
means unnecessary use o f health  resources. 
W hether the institution o f  preventive health 
services and preventive health  behavior will 
substantially reduce expenditures fo r medical 
and hospital services is, however, no t known.
T he successful im plem entation o f  app ro ­
priate  preven tion  strategies, such as those 
which have been considered u n d er the P re­
v en tio n  In itia tiv e  o f  th e  D e p a r tm e n t o f  
H ealth, Education, and W elfare, will no t be 
easy. Changes are required  not only in per­
sonal behavior and  lifestyles, bu t also in the 
organization o f  work and  in governm ental 
p rogram s th a t are  occasionally in conflict 
over what their im m ediate goals should be.
Finally, since untimely deaths from  almost 
all causes and unnecessary disease and  disa­
bility are h igher for the poor and  less well 
educated, the overriding factor in the ir p re ­
vention appears to rem ain in im provem ent 
o f socioeconomic conditions.
41
BIBLIOGRAPHY
Adler. G.S.: Measuring the quality of medical care, a 
c la r i f ica t ion .  L e t te r  to the  e d i to r .  i \  E n g l . I  .Med.  
299(3;: 156, July 1978. ' "
Ash, P., Vennart, J., and Carter, C.O.: T h e  incidence 
o f  hereditary disease in man. J.Med.Genet. 14(5):305, 
Oct. 1977. ’ '
Baker, K.L., Folland, D.S., Taylor, T.A., Frank, M., 
Peterson, W., Lovejoy, G., Cox, D., Housworth, J., and 
Landrigan, P.J.: Lead poisoning in children of  lead 
workers. N .Engl J .M ed.  296(5;: 260-261. 1977.
Bekesi, J.G., Holland, J.F., Anderson, H.A., Fisc h- 
bein, A.F., Rom, W., Walff, M.S., and SelikolL L.J.: 
Lymphocyte function o f  Michigan dairy farmers ex­
posed  to p o lv b ro m in a te d  b ipheny ls .  Science 
199(4334;: 1207-1209, 1978. '
Belloc. N.B.: Relationship o f  health practices and 
mortality. Prev.Med. 2(1 ;:67—81, Mar. 1973.
Belloc, N.B.: Health Practices and Mortality— Nine- 
Year Follow-up. Research Grant No. HS00368, Na­
tional Center for Health Services Research. Rockville. 
Md., Apr. 1976.
Bernzweig, K.P.: The need for a national police on 
injury repara tions .  N .E n g l .J  .Med. 296(1 ();:569— 571, 
1977.
Bingham, K., editor: Proceedings, Conference on Women 
and the Workplace. Society for Occupational and F.nei- 
ronm en ta l  Health , W ashington, D.C., June 17-19.
1976. "
Boffey, M.: Smallpox, ou tbreak  in Somalia slows 
r a p id  p ro g re ss  tow ard  e ra d ic a t io n .  Science 
196(4296): 1298-1299, 1977.
Brady, J., Liveratore, F., Harper, P., G reenuald, P., 
Burnett,  W., Davies J.N., Bishop, M., Polan, P , and 
Vianna, N.: Angiosarcoma of the liver, an epidemio­
logic survey. J.Natl.Cancer Inst. 59(5): 1 383-1 385, 1977.
Brenner, M.H.: Personal stability and economic se­
curity. Social Policy 8(lj:2-4. May-June 1977.
Breslow, L.: Risk-factor intervention for health main­
tenance. Science 200(4344;:908—91 2, May 1978.
Camacho, T.C., and Wiley, J.A.: Further Evidence 
on the Relation Between Health Practices and Physical 
H ealth  Status, Preliminary Results o f  Longitudinal 
Study. Paper presented at the American Public Health 
Association meetings, Washington, D.C., Nov. 1977.
Center for Disease Control: Poliomyelitis prevention. 
Morbidity and Mortality Weekly Report 26(40):329-336. 
1977a. ' ' '
Center for Disease Control: Community water fluor­
idation, L’nited States. Morbidity and Mortality Weekly 
Report 2G(27):21 7. 1977b. ’ ’ ’
Center for Disease Control: Increased lead absorb- 
tion in children of lead workers. Vermont. Morbidity 
and Mentality Weekly Report 26(8):61-62, 1977c.
Center lor Disease Control: Congenital Malformations 
Surveillance Report. O ctober  1976 -Sep tem ber  1977. 
Public Health Service. Atlanta, Ga., Mar. 1978.
Chanlett, F..T • Environmental Protection. New York. 
McGraw-Hill Book Co., 1973.
Cochrane, A.L., and Holland, W.W. Validation of 
screen ing  procedures .  Hr Med.Bull .  2 7 ( l) :3 -8 ,  Jan. 
1971. '
Compti oiler Geneial, L.S. General Accounting Ol- 
lice: Delays in Setting Workplace Standards jot Cancel 
Causing and Other Dangerous Substances, Department of 
Labor, Department of Health, Education, and Welfaie. 
Report to the Congress, No.(HRD)77-71. Health Re­
sources Development. Washington, D.C., 1977.
Department of Agriculture, Economic Research Serv­
ice: The Tobacco Situation, September 1977. L.S. Depart­
ment of Agriculture. Washington, I) C., 1977.
Department of Health, Education, and Welfare: Work 
m America. Repoit ol a Special Task Forte  to the 
Secretary ol Health, Education, and Welfare. W.E. 
Upjohn Institute lo r  Employm ent Research. C am ­
bridge, Mass. M IT Press. 1973.'
Driscoll, W.S : The potential benefits to be derived 
Irom f luoride  tablets, in D.J. Forres te r  and  E.M. 
Schultz, J r  , cds., Pioceechngs of the International Workshop 
on Fluorides and Dental Caries Reduction. Baltimore, Md. 
April 28-May I, 1974. pp. 25-93.
Drug Enforcement Administration, L.S. Department 
of Justice, and National Institute on Drug Abuse. U.S. 
Department of Health, Education, and Welfare: Data 
from Project Dawn V.
Durbeck, D.C., Hem/elman, F., Schacter, J., Haskell, 
W.L., Payne, G.H., Moxley, R.T., Nemiroff, M., Limon- 
celli, D.D., Arnoldi, L.B., and Fox, S.M.: T h e  National 
A eronautics  and  Space A dm im stra t ion -L .S  Public 
Health Administration and  Enhancem ent Program. 
Summary of  Results. Am.J.Cardiol. 30(7;:784—790, 1972.
Etsenberg, I..: T he  perils of prevention, a cautionary 
note. N.Engl.f.Med.  297(22): 1230-1232, Dec. 1977. ’
Elinson, J.: Have we narrowed the gaps in health 
status between the poor and the nonpoor’-' Medical Care 
15(8; 675-677, Aug. 1977.
Erickson, J.D.: Mortality in cities with fluoridated
42
an d  n o n -flu o rid a ted  w ate r supp lies. N.Engl.J.M ed. 
298(20): 1112-1116, 1978.
Farley, R.: Saturday N ight Special, Recent T ren d s in 
H om icide M ortality A m ong Blacks an d  W hites in the 
U nited States. Paper presented  to the annual m eeting 
o f  the Population Association o f  America, A tlanta, Ga., 
A pr. 1978.
F arquhar, J.W ., Maccoby, N., W ood, P.D., A lex­
ander, J., Breitrose, H., Brown, B.W., Haskell, W.L., 
McAlister, A.L., Meyer, A.J., Nash, J., and Stern, M.P.: 
Com m unity education for cardiovascular health. Lancet 
1(8023): 1192-1195, Ju n e  4, 1977.
Friedm an, K.M.: Public Policy and the Smoking-Health 
Controversy. Lexington, Mass. D.C. H ealth  an d  Co.,
1975.
Fulginiti, V.A.: Controversies in cu rren t im m uniza­
tion policy an d  practices, one physician’s view point. 
Curr.Probl.Pediatr. 6(6):3-35, 1976.
Godley, F., and Kruegel, D.L.: C igarette Sm oking 
and  D ifferential Mortality, New Estim ates from  R epre­
sentative National Samples. P aper p resen ted  to the 
annual m eeting o f  the Population Association o f  A m er­
ica, Seattle, Wash., A pr. 1975.
H einzelm ann, F., and Bagley, R.: Response to physi­
cal activity program s and the ir effects on  health behav­
ior. Public Health Reports 85(10):905-911, Oct. 1970.
H ovland, C., and Sears, R.: M inor studies in Aggres­
sion, VI, correlation o f  Iynchings and  econom ic in ­
dexes. Journal o f Psychology 9(2 >: 301—310, 1940.
H unt, V.: Occupational Health Problems o f Pregnant 
Women. A Report and Recommendations fo r  the Office o f the 
Secretary, Department o f Health, Education, and Welfare. 
W ashington, D.C., U.S. G overnm ent Printing Office,
1976.
Infante, P.F., W agoner, J.K ., McMichael, A.J., Wax- 
weiler, R.J., and Falk, H.: Genetic risks o f  vinyl chlo­
ride. Lancet 2(7962):734-735, 1976.
Institu te o f  Medicine, Com m ittee for the Study o f  
Poliomyelitis Vaccines: Report o f a study, evaluation o f 
poliomyelitis vaccines. N ational A cadem y o f  Sciences. 
W ashington, D.C., 1977.
Institu te o f  Medicine: Conference on Health Promotion 
and Disease Prevention, February 16-18, 1978. C ontract 
No. 282-78-009-E 6P, D epartm ent o f  Health, Educa­
tion, an d  W elfare. N ational A cadem y o f  Sciences. 
W ashington, D.C., 1978.
Iskrant, A.P., and  Joliet, P.V.: Accidents and Homicide.
' Vital and H ealth Statistics M onographs. A m erican Pub­
lic H ealth Association. Cam bridge, Mass. H arvard  Uni­
versity Press, 1968.
Kitagawa, E.M., and H auser, P.M.: Differential Mortal­
ity in the United States, A Study in Socioeconomic Epidemiol­
ogy. Vital and  H ealth  Statistics M onographs. American 
Public H ealth Association. Cam bridge, Mass. H arvard  
University Press, 1973.
K leinm an, J .C ., Feldm an, J .J .,  an d  M onk, M.A.:
T re n d s  in Sm oking an d  Ischem ic H e a rt Disease M or­
tality. P resen ted  at the  C onference on th e  Decline in 
C o ro n ary  H e a r t D isease M orta lity , N a tio n a l H e a rt, 
L u n g , an d  B ood In s titu te , B e th esd a , M d., O ct. 25, 
1978.
K neale, G.W ., S tew art, A .M ., an d  M ancuso, T .F .: 
Reanalysis o f  D ata R ela ting  to  the  H a n fo rd  S tudy  o f  
the C ancer Risks o f  R adiation W orkers. P resen ted  at 
the Symposium on the Late Biological Effects o f  Ioniz­
ing Radiation, In ternational Atomic Energy A uthority, 
Vienna, A ustria, Mar. 13-17, 1978.
Knowles, J .H .: Responsibility for health . Editorial. 
Science 198(4322): 1103, Dec. 1977.
Knowles, J .H .: H ealth, whose responsibility? Letter 
to the editor. Science 199(4329):597-598, Feb. 1978.
K ornhauser, A.: Mental Health o f  the Industrial Worker. 
New York. Jo h n  Wiley and Sons, 1965.
Larson, R:H.: Sugar ingestion an d  caries, in J.M . 
W eiffenbach, ed., Taste and Development, The Genesis o f 
Sweet Preference. DHEW  Pub. N o.(N IH )77-1068. N a­
tional Institutes o f  H ealth. W ashington. U.S. G overn­
m ent P rin ting  Office, 1977. pp. 345-348.
Lerner, M., an d  Stutz, R.N.: Have we narrow ed the 
gaps betw een th e  p o o r  a n d  the  n o n p o o r?  P art II . 'L 
N arrow ing  th e  gaps, 1959-61 to  1969-71, M ortality. 
Medical Care 15(8):620-635, Aug. 1977.
Lewis, C.E.: Q uo ted  in— Pound o f  prevention, ounce 
o f  cure? Medical World News 19(10):47, May 1978.
Luce, B.R., an d  Schweitzer, S.O.: Sm oking an d  alco­
hol abuse, a com parison  o f  th e ir  econom ic conse­
quences. N.Engl.J.Med. 298(10):569-571, M ar. 9, 1978.
Maccoby, N., Farquhar, J.W ., W ood, P.D., and  Alex­
ander, J .:  Reducing the risk o f  cardiovascular disease, 
effects o f  a com m unity-based cam paign on knowledge 
and  behavior. J.Community Health 3(2):100-114, 1977.
Margolis, S.: Physician strategies for the prevention 
o f  c o ro n a ry  h e a r t  d ise ase . Johns H opkins M ed.J. 
141(3): 170-176, Sept. 1977.
McAlister, A., Meyer, A.J., an d  Maccoby, N.: Long­
term  results o f  education to reduce smoking, S tanford 
three-com m unity study. Circulation Abstracts 54 (Supp. 
II): 226, Oct. 1976.
"McKeowm, T .: Validation o f  screening procedures. 
Screening in Medical Care, Reviewing the Evidence, a 
Collection o f Essays. N uffield  Provincial Hospital T rust. 
London. O xford  University Press, 1968.
McKeown, T .: The Role o f  Medicine, Dream, Mirage or 
Nemesis? London. N uffield Provincial H ospital T rust, 
1976.
McKeown, T .: D eterm inants o f  H ealth. Human N a­
ture l(4):60-67, Apr. 1978.
M cMichael, A.J., Andjelkovic, D.A., an d  T yro ler, 
H.A.: Cancer Mortality A m ong Rubber W orkers, An 
Epidemiologic Study, in U. Saffiotti an d  J.K . W agoner, 
eds., Occupational Carcinogenesis, Ann. N .Y . Acad. Sci. 
271:125-137, May 28, 1976.
43
National Cancer Institute, Division of Cancer Cause 
and Prevention: Cancer Patient Suri'ival. Report No. 5. 
L.M. A\teli, A.J. Asire, and M.H. Myers, eds. DHEW 
Publication No. (NI H;77-992. National Institutes of 
Health. Washington. U.S. Government Printing Office, 
1976.
National Cancer Institute, Office of Cancer C om m u­
nications: The Smoking Digest, Progress Report on a Nation 
Kicking the Habit. National Institutes o f  Health. Be- 
thesda, Md., 1977.
National Center for Health Statistics: Edentulous 
persons. United States, 1971, by C.E. Burnham. Vital 
and Health Statistics. Series 10-No. 89. DHEW Pub. 
N o.(H RA )74-1516. Health Resources Administration. 
Washington. U.S. Governm ent Printing Office, June
1974. '
National Center for Health Statistics: Selected vital
and health statistics in poverty and nonpoverty areas of  
19 large cities. United States, 1969-71, by S.J. Ventura, 
S.M. Taffel, and E. Spratley. Series 21-No. 26. Vital 
and Health Statistics. DHEW Pub. N o .(H R A ;76-1904. 
Health Resources Administration. Washington. U.S. 
Government Printing Office, Nov. 1975.
National Center for Health Statistics: Vital Statistics of 
the United States. Selected Tables from Volume II, 1971, 
Section 2, Infant Mortality. Health Resources Adminis­
tration. Washington. U.S. Government Printing Office,
1975.
National Center for Health Statistics: Health, United 
States, 1976-1 9 7 7 .  DHEW  Publication No.(HRA;77- 
1232. Health Resources Administration. U.S. Govern­
ment Printing Office. 1977. pp. 27-41.
National Center for Health Statistics: Advance Re­
port,  Final mortality statistics, 1976. Monthly Vital Statis­
tics Report. Vol. 26, No. 12, Supp. (2). DHEW Pub. No. 
(PH S;78-1120. Public Health Service. Hyattsville, Md., 
Mar. 30, 1978a.
National Center for Health Statistics: Selected find­
ings, food consumption profiles o f  white and black 
persons 1-74 years o f  age in the United States, 1971— 
74, by C.M. Villa Dresser, M.D. Carroll and S. Abra­
ham. Advance Data from Vital and Health Statistics. No. 
21. DHEW Pub. No.(PHS;78-1250. Public Health Serv­
ice, Hyattsville, Md.. Ju n e  26, 1978b.
National Commission on Smoking and Public Policy: 
A National Dilemma, Cigarette Smoking or the Health oj 
Americans. Report to the Board o f  Directors o f  the 
American Cancer Society, Inc. New York. American 
Cancer Society, Inc., 1978.
National Institute on Drug Abuse. T o p  26 Problem 
Drugs in the U.S. N ID A  Capsules. C78-5a. Alcohol, 
D rug  Abuse, and Mental Health Administration. Rock­
ville, Md., May 1978.
National Institu tes o f  H ealth  and  the Am erican 
College of  Preventive Medicine: Health promotion and 
consumer health education. Preventive Medicine USA. A 
Task Force Report. New York. Prodist, 1976a.
National Institu tes o f  Health  and  the  A m erican 
College o f  Preventive Medicine: Theory, practice, and 
application o f  prevention  in env ironm enta l  health. 
Preventive Medicine USA. A Task Force Report. New 
York. Prodist, 1976b.
National Research Council, Committee for the Study 
o f  Inbo rn  Errors  o f  Metabolism, Assembly o f  Life 
Sciences: Genetic Screening, Programs, Principles, and  
Research. National Academy o f  Sciences. Washington, 
D.C., 1975.
National Research Council, Committee on Maternal 
and Child Health Research, Assembly o f  Life Sciences: 
Maternal and Child Health Research. National Academy 
o f  Sciences. Washington, D.C., 1976.
Nicholson, W.J.: Case Study 1, Asbestos—the TLV 
Approach, in U. Saffiotti, and  J.K. W agoner, eds.. 
Occupational Carcinogenesis, Ann. N.Y. Acad. Set. 271:152­
169, May 28, 1976.
Peters, J.M : T h e  Kepone episode, another  warning. 
N  .Engl.J .Med. 298(5;277-278, Feb. 2, 1978.
Prevention o f  spina bifida— the parents’ choice. Edi­
torial. Nature  271 (5646,1:595,Feb. 16, 1978.
Puska, P., and Mustaniemi, H.: Incidence and pres­
en ta t ion  o f  myocardial in farc t ion  in N o rth  Karelia, 
Finland. Acta Med. Scand. 197(3;:21 1-216, Mar. 1975.
Puska, P., Tuomileho, J., Salonen, J., et al.: Com m u­
nity Control of Acute Myocardial Infarction in North 
Karelia. Paper presented at the International Cardio­
vascular Congress I, Scottsdale, Ariz., March 28-30, 
1977
Redmond, C.K., Strobino, B.R., and Cypress, R.H.: 
Cancer Experience Among Coke By-Product Workers, 
in U. Saffiotti and  J.K. Wagoner, eds., Octupahonal 
Carcinogenesis, Ann.N.Y.Acad.Sci 271:102-115, May 28,
1976. '
Rice, D.P., Feldman, J.J.,  and  White, K.L.: T h e  
current burden o f  illness in the United States. Institute 
of Medicine, National Academy of Sciences. Washing­
ton, D.C., 1976. '
Rose, G., Reid, D.D., Hamilson. P.J.S.. McCartney, 
P., Keen, H., Jarret t,  R.T.: Myocardial ischaemia, risk 
factors and death from coronary heart-disease Lancet 
1(8003;: 105- 109. Jan . 15, 1977. '
Rosenstcxk, I.M., Childs, B., and Simopoulos. A.P.: 
Genetic Screening. A Study of the Knowledge and Attitudes oj 
Physicians National Academy of Sciences. Washington, 
D.C., 1975.
Rutstem , D.D., B e renberg ,  W., C halm ers ,  T .C .,  
Child, C.G., Fishman, A.P., Perrin, E.B.: Measuring the 
quality o f  medical care, a clinical method. N.Engl.].Med, 
294(1 l;:582-589 Mar. I 1, 1976. ’
Rutstein, D.I) , B e tc n b e rg ,  W., Chalm ers ,  T.C .,  
Child, C.G., Fishman, A.P., Perrin, E.B.: Measuring the 
quality o f  medical care, revision of tables o f  indexes. 
Letter to the editor. N.Engl.J.Med, 297(9j:508, Sept. 1,
1977.
Salel, A.F., Fong, A., Zelis, R.. Miller, R.R., Borhani,
44
N.O., Mason, D.T.: Accuracy o f  num erical coronary 
profile, correlation o f  arteriography  with risk factors. 
N.Engl.J.Med. 296(25): 1447-1450, J u n e  23, 1977.
Saward, E., and Sorensen, A.: T h e  cu rren t em phasis 
on preventive m edicine. Science 200(4344^:899, May
1978.
Schachter, S.: Pharmacological and  psychological de­
term inants o f  smoking. Ann.lntem.M ed. 88(1): 104— 114, 
Jan . 1978.
Schwartz, W.B., and  Komesar, N.K.: Doctors, dam ­
ages an d  d e terren ce , an econom ic view o f  m edical 
m alpractice. N.Engl.J.M ed. 298(23): 1282-1289, Ju n e  
1978.
Shapiro, S.: M easuring the effectiveness o f  p reven­
tion, II. Milbank Memorial Fund Quarterly 55(2):291-306, 
Spring  1977.
Stamler, J ., Stamler, R., Riedlinger, W.F., Algera, G., 
and  Roberts, R.H .: Screening o f  1 million Americans, 
Com m unity H ypertension Evaluation Clinic (CHEC; 
P rogram , 1973 th ro u g h  1975. JAM A  235(21^:2299- 
2306, May 24, 1976.
Tew, B.J., Laurence, K.M., Payne H., and Rawnsley, 
K.: Marital stability following the birth  o f  a child with 
spina bifida. Br.J.Psychiatry 131:79-82, July 1977.
Walsh, D.C.: Fluoridation, slow diffusion o f  a proved 
preventive m easure. N.Engl.J.Med. 296(29): 1118—1120, 
May 12, 1977.
Whitby, L.G.: Screening for disease, definitions and 
criteria. Lancet 2(7884):819-821, 1974.
Wilson, J.M .G., and Ju n g e r, G.: Principles and Practice 
oj Screening fo r  Disease. Public H ealth  Paper No. 34. 
Geneva. W orld H ealth O rganization, 1968.
Wilson, R;W., and W hite, E.L.: Changes in m orbidity, 
disability, and utilization d ifferentials between the poor 
and  nonpoor, data from  the H ealth  Interview  Survey, 
1964 and 1973. Medical Care 15(8):636-646, Aug. 1977.
W orld Health O rganization: Mass Health Examination 
as a Public Health Tool. Technical R epo rt No. A24. 
Geneva. W orld H ealth O rganization, 1971.
W orld H ealth O rganization: Smoking and Its Effects on 
Health. T ech n ica l R e p o rt S eries N o. 568. G eneva. 
W orld H ealth O rganization, 1975.
Zaleznik, A., O ndrack, J ., and  Silver, A.: Social Class, 
O ccupation, an d  M ental Illness, in A. McLean, ed ., 




Children and Youth: Health Status and 
Use of Health Services3
T here is a long history o f concern for the 
health and well-being o f children in the United 
States. T he welfare o f children is also a high 
priority o f the Federal Government. T here have 
been W hite’ House Conferences on Children at 
approximately 10-year intervals for the last 70 
years. T he first conference in 1909 led to the 
development o f the Children’s Bureau. At each 
conference since then, the rights o f  children have 
been reiterated. T he Children’s Charter, 
adopted at the 1930 White House Conference, 
set standards for children’s health. These in­
cluded:
“For every child, full p reparation  fo r his 
b irth , his m other receiving prenatal, na­
tal, and  postnatal care; and  the establish­
m ent o f  such protective m easures as will 
make childbearing safer.
“For every child, health  protection from  
birth  th rough  adolescence, including: pe­
riodic exam inations and, w here needed, 
care o f specialists and  hospital treatm ent.
“F o r every  child  from  b ir th  th ro u g h  
adolescence, p rom otion  o f  hea lth , in ­
aP re p a red  by M ary G race Kovar, Division o f  
Analysis, National C enter fo r H ealth  Statistics.
N O TE : Unless otherw ise noted , data are from  
the  ongo ing  data-collection systems o f  the N ational 
C enter fo r H ealth  Statistics. In  m any instances, the data 
have been published in the Vital and Health Statistics 
series.
eluding health  instruction and  a health 
program , wholesome physical and  m en­
tal recreation, with teachers and  leaders 
adequately trained.
“For every child, education  fo r safety 
and protection against accidents to which 
m odern  conditions subject him. . . .
“ F o r every  ch ild  w ho is b lin d , d eaf, 
crippled, o r otherwise physically hand i­
capped, and  fo r the child who is mentally 
handicapped, such m easures as will early 
discover and  diagnose his handicap, p ro ­
vide care and  trea tm en t, and  so tra in  
h im  th a t he m ay becom e an asset to 
society ra th e r than a liability. . . .” (Social 
and  Rehabilitation Service, 1967)
I t  is appropria te  now, as the In ternational 
Y ear o f  the Child begins and  the 50th anni­
versary o f the 1930 Conference approaches, 
to evaluate the progress m ade in  m eeting 
those  s tan d ard s . I t  is also a p p ro p ria te  to 
evaluate th e  hea lth  conditions o f ch ild ren  
and  youth today, because the  problem s ad ­
dressed by the 1930 standards may no t be 
today’s problem s. M uch has changed in the 
U nited States du ring  the past ha lf century 
and  m uch has been learned. I t may be time 
to set new standards in the light o f  cu rren t 
conditions and  knowledge.
T he  purpose o f  this chap ter is to review 
the progress m ade and  provide a context for
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setting new guidelines for health services for 
ch ild ren  an d  youth . T h e  focus is on the 
physical health of children and their use o f 
medical services. O ther health services such 
as dental care, immunizations, mental health 
care, and long-term  care are discussed in 
o ther chapters o f this repo rt and so are not 
discussed here. Many o f the tables in Part B 
o f this rep o rt contain data about children 
and youth, and the discussion o f these data 
are contained in the appropria te  sections of 
Part B.
It is recognized that health is influenced by 
a variety of factors o ther than medical serv­
ices and that o ther aspects o f the environ­
m ent may be even more im portant than the 
services themselves (Milbank Memorial Fund,
1977). The world in which a child grows up 
influences the health o f the adult he or she 
becomes. T h a t larger env ironm ent should 
not be ignored when considering the impact 
medical services can have on health; superb 
care in a hospital with every m odern techno­
logical innovation will not guarantee superb 
health for the child who re tu rns to a rat- 
infested hom e with no heat or water, who 
plays on city streets, or who is physically 
abused by parents who need help themselves. 
Nevertheless, the fact that wider problems 
exist and that medical care cannot solve all 
illness should not be used as an excuse for 
failing to provide adequate care. Since poor 
children have m ore health  problem s than 
their m ore affluent counterparts, there may 
also be an inherent responsibility to ensure 
th a t those poor ch ild ren  get good health  
care; they are more likely to need it.
SOCIAL ENVIRONMENT OF 
CHILDREN
T he conditions under which children live 
have changed drastically since today’s parents 
were ch ildren . It is essential to recognize 
these changes and  to evaluate the  health  
needs o f today’s ch ild ren  in the light o f 
today’s conditions rather than those existing 
in the recent past.
O ur country  has become accustom ed to
large num bers o f children and youth as a 
result o f the large num ber o f babies born 
during  the baby boom following World War
II. However, those babies are now young 
adults. T he declining birth rates since the 
early 1960’s also mean that there are more 
adults relative to the num ber of children. In 
1964, there were 147 adults 18-64 years o f 
age for every 100 children under 18 years o f 
age; in 1978, there were 208.
Despite this increase in the num ber o f 
adults per child, children are increasingly 
likely to have only one paren t or adult to 
care for them. It has been estimated that 45 
percent o f the children born  in 1977 will 
spend some part o f their childhood with only 
one parent (Glick and N orton, 1977). Being 
raised by one paren t is not a totally new 
phenom enon ; at the tu rn  o f  the  cen tu ry  
about 29 percent o f the children had only 
one paren t du ring  some part o f childhood 
(Bane, 1976). T h e  reasons, how ever, are 
different. In the early 1900’s, when death 
rates, inc lud ing  m aternal m ortality  rates, 
were high, the death o f a paren t was the 
usual reason. Now, the reasons are out-of­
wedlock birth and divorce.
In 1960, for exam ple, 5.3 percent o f the 
births were recorded as born to unm arried 
m others; by 1976, that figure had risen to 
14.8 percent. T he  proportion  o f children 
involved in divorce in a single year increased 
from 7.2 per 1,000 children under 18 years 
o f age in 1960 to 17.1 per 1,000 children in
1976.
As a result, only 71 percent o f the children 
under 18 years o f age were living with both 
o f their biological parents in 1975. About 8 
percent were living with one biological and 
one step-parent, 18 percent with one biologi­
cal parent only, and 3 percent with neither 
parent (Glick, 1978). More than one-quarter 
o f the elem entary school children were not 
living with their biological fathers in 1976 
and, o f those whose parents were divorced, 
less than a th ird  saw their father regularly 
(Foundation for Child Development, 1977).
T he greatest change has been in the p ro ­
portion o f children who live with a m other 
only which doubled from 8 percent in 1960 
to 16 percent in 1976 (Glick and N orton,
1977).
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Probably the overw helm ing effect on the 
child o f  living with only a m other is tha t the 
child is likely to be raised with little money or 
in actual poverty. In 1976, m ore than  half 
(52 p e rc e n t)  o f  th e  c h ild re n  in fam ilies 
h ead ed  by w om en w ere living below the 
poverty level in contrast to 8.5 percent o f the 
children u n d e r 18 years o f age in families 
headed  by men. M ore than half (55.4 p e r­
cent) o f  the children and a fifth (22.4 p e r­
cent) o f all people living in poverty w ere 
children in families with a fem ale as head 
(U.S. B ureau  o f the Census, 1978b).
A bou t tw o-th irds (65.6 percen t) o f  the  
black children in families with female heads, 
com pared with a fifth (19.4 percent) o f those 
with male heads, lived in poverty. T he  com ­
parable figures for white children were 42.7 
and  7.1 percent, respectively (U.S. B ureau o f 
the Census, 1977a).
U n p reced en ted  p ro p o rtio n s  o f  ch ild ren  
are enrolled in school now. In  1960, 3 out o f 
5 young adults 18-24 years o f  age were high 
school graduates; in 1976, 4 out o f 5 were. 
In  1966, 29 percent o f the children 3-5 years 
o f  age w ere enrolled in school; by 1976, 49 
percent were enrolled (U.S. B ureau  o f  the 
C ensus, 1978a). T h e  necessity  fo r school 
adjustm ent and  achievem ent beginning at an 
early age and  continuing fo r longer periods 
o f  tim e has now becom e nearly  universal, 
lead ing  to a new m orbidity—the problem s 
associa ted  w ith  schoo l a d ju s tm e n t a n d  
achievem ent. Such problem s can stem  from  
m any sources—reta rda tion , dyslexia, social 
and  cultural deprivation, and  psychological 
o r em otional problem s.
These new problem s are, in a broad sense, 
health problem s, although they are seldom 
considered to be strictly medical ones. Like 
physical health  problem s, they can occur in 
any child regardless o f  external environm ent, 
b u t they a re  m ore frequen tly  m anifest in 
children with poorly-educated parents.
They are the most recent m anifestation o f 
the strong relationship between health  and 
poverty tha t has been illustrated  in many 
studies. T h ere  is a generational cycle o f lack 
of. health  care, poor health , poverty, lack o f 
health  care, poor health , th a t is endlessly 
repeated.
T he  w om en who are m ost likely to have 
babies who are in poor health  are the women 
least likely to receive early  p ren a ta l care. 
T hese w om en are likely to have little money 
o r health insurance to pay fo r medical care 
fo r themselves or their children. C hildren in 
families w here little money is available are 
m ore likely than  o ther children to be in  poor 
health, yet they are also less likely to receive 
prim ary and preventive health  care. Thus, 
they are a t g reat risk o f  continuing to have 
h ea lth  p rob lem s— an d  c o n tin u in g  to  lack 
m edical care— as they go th ro u g h  adoles­
cence and into adulthood. W hen they reach 
the point o f  having their own children, the 
cycle repeats.
T h ere  are also health  problem s and  needs 
fo r care tha t cu t across all class lines. All 
children need preventive care such as im m u­
nization against com municable diseases, den ­
tal exam inations and  repair o f teeth, and eye 
exam inations and  correction o r com pensation 
for defective vision.
Some children have chronic conditions for 
which there  is no known prevention or cure 
at p resent. Such children requ ire  continuing 
care over long periods o f  time. T h e  condi­
tions range from  severe asthm a to myopia. 
A lthough these conditions are  totally d iffer­
en t in etiology and  trea tm ent, they have in 
com m on a change in severity as developm ent 
proceeds, the need  fo r rep ea ted  visits fo r 
medical care over m any years, and the possi­
bility o f  em otional o r learn ing  im pairm ents 
as consequences.
No one approach  o r p rogram  will m eet the 
needs o f  all children. T h e  18 years o f  child­
hood cover a period o f  incredible physical 
change . T h e  ad o lescen t boy is physically 
m o re  like  th e  m an  h e  w ill be  th a n  th e  
new born baby he was. T h e  adolescent girl is 
m ore capable o f  having a baby than  being 
one.
T h e re  is a need for flexibility in the places 
w here care is provided fo r children and  in 
the background and tra in ing  o f  the  people 
who are providing the care. Both should be 
adjusted to the changes in the health  needs 
o f developing children and  to the ir depend­
ence on o ther people for the  decision to  seek 





T h e  cond itions s u rro u n d in g  ch ild b irth  
have greatly im proved du rin g  the past 50 
years. In 1930, 65 out of 1,000 babies born 
alive died before their first birthday (U.S. 
Bureau o f the Census, 1947). Twenty years 
later, in 1950, the rate was less than half 
that—29 per 1,000 (NCHS, 1977c). D uring 
the following 20 years, the rate o f decline 
was much slower; in 1970, the infant m ortal­
ity rate was still 20 deaths per 1,000 live 
b irths and  there  was speculation tha t the 
lowest level possible had been reached. For 
reasons only partly  u n d e rs to o d , the  ra te  
again began to decline rapidly. By 1976, the 
infant mortality rate was 15.2 deaths un d er 1 
year o f age per 1,000 live births (NCHS, 
1978d). Provisional data  indicate tha t the 
decline is continuing; the in fan t mortality 
rate was 14.0 in 1977 (NCHS, 1978b).
In  6 years , th e  in fa n t m o rta lity  ra te  
d ropped  24 percent. More than 12,000 ba­
bies survived in 1976 who would have died if 
the 1970 rate had prevailed. About 127,000 
babies survived in 1976 who would have died 
if the 1930 infan t mortality rate had p re ­
vailed.
T he decline in the infant mortality rate for 
the first 7 days after b irth—the time when 
the risk o f death is greatest—was phenom e­
nal (32 percent) during  the period 1970-76 
(NCHS, 1977c). These are deaths that can 
often be prevented by good prenatal care, by 
identifying and caring for the woman at high 
risk o f having her child die, and by first-rate 
care during  delivery and immediately after 
the birth. Part o f the im provem ent in survival 
has resulted from  relatively fewer births to 
women who are at high risk because o f age 
or parity; part has resulted from  technical 
im provem ents in medical care and regionali­
zation o f m aternal and neonatal services. T he 
decline in the infant mortality rate for the 
post-neonatal period, when the environm ent 
in which the child lives is m ore im portant, 
has not been as great—only 12 percent d u r­
ing the same 6-year period.
T h ere  is, however, no reason to believe 
th a t in fan t m ortality  rates in the U nited
States a re  now as low as they could  be, 
considering the am ount o f variation in rates 
by race and geographic location. In 1976, the 
infant mortality rate for black babies was 92 
percent higher than for white ones; the rate 
du ring  the first 7 days afte r birth  was 87 
percent higher. If  the infant mortality rate 
for black infants had been as low as that for 
white ones in 1976, 6,280 o f the 13,120 black 
infants who died would have lived.
Analyses o f infant mortality rates for d if­
ferent areas o f the country also reveal how 
much variation there  is within the United 
States and  give fu r th e r  ind ication  o f the 
room there is for im provem ent. The data for 
the Health Service Areas (HSA's) designated 
u n d e r  the N ational H ealth  P lann ing  and 
Resources Development Act (Public Law 93­
641) are a good example. D uring 1974-75, 
when the mortality rate for white infants in 
the United States was 14.5 deaths per 1,000 
live births, 10 percent of the HSA’s had rates 
o f 17.0 or higher for white infants, while 10 
percent had rates o f 12.5 or lower. D uring 
the same 2 years, the mortality rate for black 
infants was 26.5 deaths per 1,000 live births. 
T en percent o f the HSA’s where there were
1.000 or m ore births o f black infants had 
rates o f 33.0 or higher for black infants; 10 
percen t had rates o f 20.2 or low er. T he  
infant mortality rate for black infants in the 
HSA’s that had the lowest rates for black 
infants was higher than the infant mortality 
rate for white infants in the HSA’s that had 
the highest rates for white infants (NCHS, 
1977b).
Some o f the variation am ong geographic 
areas may result from  uneven distribution o f 
medical resources. In 1973, there were 4.8 
obstetric ians and  gynecologists fo r every
10.000 women o f childbearing age in m etro­
politan areas com pared with 1.8 in nonm et­
ropolitan areas. T he  com parable num bers 
for pediatricians were 3.5 and 1.1 per 10,000 
children under 15 years o f age. In 1976, 28 
percen t o f all hospital deliveries w ere in 
hospitals with no prem ature nursery and 17 
percen t in hospitals with no blood bank. 
Children born in urban hospitals were much 
more likely than children born in hospitals 
outside m etropolitan areas to be born where 
these facilities were available; 80 percent of
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the babies bo rn  in hospitals in m etropolitan 
areas, co m p ared  w ith  48 p e rc e n t b o rn  in 
hospitals ou tside  m e tro p o litan  areas, w ere 
bo rn  where there  was a p rem atu re  nursery.
Some o f the variation am ong population 
groups may result from  lack o f care. While 
there has been a great increase in the p ro p o r­
tion o f women receiving prenatal care, a shift 
toward earlier care, an increase in the p ro ­
portion o f births in hospitals, and im prove­
m en t in the  technical capability fo r safer 
childbirth, many m others still do not receive 
adequate prenatal care, and children are still 
born  in hospitals that are not equipped for 
em ergencies d u ring  delivery or for the care 
o f  a p rem atu re  newborn.
In  1970, 68 percent o f the women giving 
birth  m ade their first visit for prenatal care 
du ring  the first trim ester. By 1976, 71 per­
cent o f the women giving birth  m ade at least 
one visit for prenatal care d u ring  the first 
trim ester o f pregnancy. However, 6 percent 
had  no prenatal care d u rin g  either o f the 
first two trim esters. Also, those women whose 
children were at g reater than  average risk of 
dying in infancy—adolescent women, older 
women, and black women o f all ages—were 
less likely than  others to receive early p re ­
natal care. Those at greatest risk—black ado­
lescent w om en—w ere least likely o f  all to 
receive early care; 14 percent were recorded  
as n o t rece iv ing  any  p re n a ta l care  a t all 
du ring  the first two trim esters o f pregnancy. 
D uring the same year, the p roportion  o f  low- 
b irth-w eight babies (2,500 gram s o r u n d er) 
b o rn  to adolescent black m others was twice 
as h igh  as th e  national p ro p o rtio n  (15 p e r­
cent versus 7 percent).
C urrently, about 99 percent o f all births 
are in hospitals com pared with 56 percent in 
1940. Only 1 percent o f the babies born  in 
1976 were born  outside a hospital with no 
physician in attendance. H owever, a black 
baby was about 5 times as likely as a white 
one to be bo rn  outside a hospital w ithout a 
physician.
U niversal early p renata l care and  good 
care and  facilities for the b irth  are not the 
only ways to reduce infan t mortality. O ne o f 
the objectives o f m aternal and  child health 
program s has been to reduce the p roportion  
o f  births to women in high risk categories.
A pproxim ately 27 percent o f  the decline in 
in fan t m ortality from  1964 th rough  1974 can 
be attribu ted  to changes in the age o f  m other 
and  live-birth-order distributions, assum ing 
no change in th e  specific m orta lity  ra tes 
(Morris, Udry, and  Chase, 1975). D uring  this 
period, 30 percent o f the decline in rates for 
w hite in fan ts  b u t only 19 p e rce n t o f  the  
decline for black infants was because o f  a 
change in the age and  live-birth-order distri­
bution (Kovar, 1977).
M edical care m akes a d ifference  in the 
child’s chance fo r survival, however, and  its 
contribution should no t be ignored. For ex­
am ple, low-birth-weight babies are a g roup  at 
fa r  g re a te r  risk  o f  d e a th  th a n  babies who 
w eigh m ore  at b irth . P ro m p t a tten tio n  fo r 
these children to help  them  survive the first 
few days a fte r b irth  can do m uch to reduce 
in fa n t m orta lity . E arly  n e o n a ta l m orta lity  
rates (i.e., deaths o f  children u n d er 7 days o f 
age per 1,000 live births) fo r low-birth-weight 
infants were fairly stable from  1950 th rough  
1964, b u t they  d ecreased  sharp ly  by 1974. 
T h e  decline in m orta lity  am o n g  low -birth- 
weight infants accounted fo r m ore than  half 
o f  th e  decline  in  early  n eo n a ta l m orta lity  
du ring  tha t time, and  im proved survival d u r­
ing the early neonatal period was no t merely 
a p o s tp o n em en t o f  d e a th  u n til la te r  in  in ­
fancy (Kleinman et ah, to be published).
A n analysis o f  140,000 births in New York 
City in  1968 suggests th a t, by iden tify ing  
w om en a t risk  on th e  basis o f  rela tive ly  
simple social and  m edical inform ation  col­
lected early in pregnancy and  providing ade­
quate care to those women, in fan t m ortality 
could be substantially reduced. “T h e  overall 
in fan t m ortality rate  w ould have been re ­
duced  16 percen t if  m others in each risk 
category had had the same pregnancy ou t­
come as the o th e r m others in the ir ethnic 
group  who had  adequate care” (Institute o f 
Medicine, 1973a).
T he  New York City data docum ented the 
same misallocation o f  resources as the n a­
tio n a l d a ta . T h o se  w om en  w ho w ere  a t 
g reater than  average risk w ere less, ra th e r 
than m ore, likely to receive adequate prenatal 




T he m easurem ent o f the health o f a pop­
ulation is never easy. For children and youth 
in a m odern technological society, it is espe­
cially difficult.
W hen death rates were high and the infec­
tious and parasitic diseases were the major 
killers of children, the mere fact of survival 
was c o n s id e re d  a su ff ic ie n t m easu re  o f  
health. However, death  rates provide rela­
tively little inform ation about the health o f a 
population when they are very low or when 
the majority of the deaths result from  acci­
dents and violence ra ther than disease, as is 
the case for children in the U nited States 
today.
More useful for m easuring health status 
are the measures o f incidence and prevalence 
o f diseases, physical o r em otional im pair­
ments, and reductions in physical, intellec­
tual, o r social function ing . U nfortunate ly , 
these m easures are  also m ore difficult to 
obtain and to in terpret.
Almost all children are sick or injured at 
least once and usually a num ber o f times. 
Occasional upper respiratory infections, cuts, 
and bruises are part o f childhood and need 
not have a perm anent effect on health status.
O f all diseases affecting children, the res­
piratory conditions cause m ore disability and 
use o f medical services than any o ther group 
of conditions. Children and youth have more 
days of restricted activity, spend m ore time 
in bed, and lose more days o f school because 
o f acute respiratory conditions than for any 
o ther reason. D uring 1975-76, respiratory 
conditions accounted for 61 percent o f all 
the school days children missed because o f 
acute illnesses. Asthma caused m ore long­
term  limitation o f activity in children than 
any o ther chronic disease, and only chronic 
bronchitis was m ore prevalent.
A quarter (25.6 percent) o f all the visits 
made by children under 18 years o f age to 
office-based physicians during  1975—76 were 
for respiratory conditions—33 million visits a 
year. More than half (58 percent) o f these 
visits were for acute upper respiratory condi­
tions; 15 p e rcen t w ere fo r b ro n ch itis  or 
asthma.
A fifth (21 percent) o f the days children
spent in short-stay hospitals during  1975-76 
were because o f resp iratory  conditions. A 
th ird  (30.3 percent) o f the 4.9 million days a 
year for respiratory conditions were because 
o f pneum onia.
In 1976, 5 percent of the deaths o f chil­
dren  past infancy were because of respiratory 
conditions. Pneum onia caused the deaths of 
more than 900 children that year and almost
2,000 infants.
Injuries from  accidents and violence, how­
ever, kill m ore ch ildren  than  any disease. 
H alf of the 32 thousand children past infancy 
who died in the United States in 1976 died 
from accidents. Motor vehicle accidents ac­
counted for more than a quarter (27.3 per- 
centj o f the deaths, 7 percent drow ned, and 
4 percent died in fires. In addition, 5 percent 
o f the deaths were reported  as homicides and 
3 percent as suicides.
T he epidemiology of injuries is different 
from that o f the common acute illnesses of 
childhood, such as respiratory conditions or 
infectious and parasitic conditions. While dis­
eases occur m ore frequently  in preschool 
children than in school-age children and at 
about the same frequency am ong boys as 
girls, the incidence of injuries is about the 
same for school as preschool children and 
much more frequent am ong boys than girls.
Injuries are the only acute condition affect­
ing ch ild ren  and  youth  w here th e re  is a 
p ronounced  sex d ifference. For each 100 
boys o f school age, there were 51 injuries 
and  50 days lost from  school d u rin g  the 
1975-76 school year, while for each 100 girls 
there  were 29 injuries and 22 days lost from  
school (NCHS, 1978a).
Prevention o f injuries should begin with an 
evaluation o f conditions in and around the 
home, since m ore than half o f  all injuries to 
children and youth under 18 years o f age 
that resulted in restricted activity o r medical 
attention occurred at hom e—26 percent in­
side the house and 28 percent on the adja­
cent property. About 17 percent o f the inju­
ries occurred at school, 10 percent at places 
o f recreation excluding school, and 8 percent 
on streets an d  highw ays. Twelve percen t 
occurred  som ew here else, including farm s 
and places of work.
Recreational facilities and equipm ent should
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also be evaluated for safety. A m ong children 
u n d er 6 years o f age, the five leading con­
sum er products tha t accounted for S82 thou ­
sand  em ergency room  visits in 1976 w ere 
tables, stairs o r ram ps, bicycles, swings, and 
beds (Consum er Product Safety Commission,
1978). A m ong children 6-11 years o f  age, 
the top  five products tha t accounted for 498 
thousand visits were bicycles, glass o f unspec­
ified origin, swings, skateboards, and  nails 
and  tacks. A m ong youth 12-17 years o f age, 
the top five categories were all recreational. 
Footballs, basketballs, bicycles, baseballs, and 
sk a teb o ard s  acco u n ted  fo r  773 th o u sa n d  
em ergency room  visits.
Because o f the rapid  increase in skateboard 
injuries, the C onsum er Product Safety Com ­
mission conducted  a special study in May
1977. T h e  study  revealed th a t behavioral 
changes could have p revented  o r reduced  
the seriousness o f most o f the injuries. In 
alm ost all investigated cases, protective equip­
m ent was not being w orn even though those 
in jured  were frequendy beginners o r were 
skateboarding on surfaces not designed for 
the sport. T h e  few deaths th a t did occur 
were caused by the victim falling from  the 
skateboard and striking his head o r by being 
h it by an  autom obile while skateboard ing  
(C o n su m er P ro d u c t S afety  C o m m issio n , 
1977). W earing helmets and staying o ff pub­
lic streets while skateboard ing  could  have 
prevented  death  as well as injury.
At every single year o f  age, death  rates are 
h ig h e r fo r boys th a n  fo r girls (figure 1). 
They are m uch h igher for accidents, poison­
ings, and  violence (1CDA codes 800—999), 
and  they are  som ew hat h ig h e r fo r diseases 
an d  cond itions  (ICD A  codes 0 0 0 -7 9 6 ). In  
1976, the d ifferen tial for accidents, poison­
ings, and  violence was smallest at the begin­
n ing  o f  life and  then  increased. Y oung boys 
u n d er 6 years o f  age were 41 percen t m ore 
likely to die from  poisonings, accidents, and 
violence than  young girls the same ages; boys 
16-17 years o f age w ere alm ost 200 percen t 
m ore  likely and  young  m en  18-24 years o f 
age w ere alm ost 300 percen t m ore likely to 
die from accidents, poisonings, or violence than 
girls or young women the same ages.
D eath rates are h igher fo r black children 
than  for white ones. In  1976, the difference
in death rates decreased th rough  the school- 
age years until for a b rief period in adoles­
cence (ages 16-17) black youths had  lower 
death  rates. A fter that, the rates diverged 
sharply again.
In  1976, young black children were m ore 
likely than  white ones to die from  accidents, 
poisonings, and  violence—death  rates o f 5.4 
and 2.9 per 10,000 children, respectively, for 
preschool ch ildren  and  2.4 an d  1.4, respec­
tively, for elem entary school children (Part B, 
table 33). Black adolescents w ere less likely' 
th a n  w hite ones to  d ie o f  th ese  e x te rn a l 
causes (3.7 and  4.2 p e r  10,000 adolescents, 
respectively) because black youths w ere no t 
killed as frequently  in autom obile accidents; 
they w ere less likely to have access to  au to ­
mobiles o r licenses to drive.
D eath ra tes  am ong  ch ild ren  and  yo u th  
u n d e r 18 years o f  age w ould be reduced by a 
q u a rte r if no child died in an  autom obile 
accident. Such prevention requires, however, 
a change in the way people behave; medical 
care can only do so much. Use o f  restrain ing 
devices in back seats fo r small children would 
keep children from  being throw n forw ard 
and killed. Some E uropean  countries have 
found tha t changing school hours to nonrush  
hours helps. However, the greatest potential 
fo r red u c in g  th e  n u m b e r o f  dea ths is in 
c h a n g in g  th e  b eh av io r  o f  th e  ad o lescen t 
d river. Raising the  legal m in im um  age o f 
bo th  driv ing  and  d rink ing  would save the 
lives no t only o f young drivers bu t o f  o ther 
children who may be passengers or pedes­
trians (W hitehead, 1977).
T h e re  are  o ther disease categories o f im ­
portance w hen discussing deaths. Despite the 
availability o f im m unization, children do still 
have com m unicable diseases and  a few chil­
d ren  still die o f them . In  1976, 21 children 
d ied  o f  diseases fo r w hich vaccines w ere 
available.
T h e  m ajor disease causing death  am ong 
children 1-17 years o f  age is cancer. Malig­
n an t neoplasm s caused the deaths o f 3,214 
children in 1976; leukem ia was responsible 
for 1,359 o f these deaths.
T h ere  is, finally, a cluster o f  conditions 
w hich h an d icap  c h ild re n  b u t w hich  may 
never be know n o r trea ted  by the medical 
care system. T hese are conditions which in-
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Figure 1. Death rates for children and young adults 1-24 years of age, by age, sex, and cause of death:
United States, 1976
terfere with the child's ability to learn or do 
well in school or which, in extrem e cases, 
result in the child’s placement in an institu­
tion.
The National C enter for Education Statis­
tics estimates that du ring  1974—75 there were 
almost 8 million handicapped children under 
19 years of age (U.S. Bureau o f the Census, 
1977b). T he major handicapping condition 
was speech im pairm ent, followed by learning 
disability, mental retardation, and em otional 
disturbance.
In the early 1960’s, it was estimated that 
about 25 percent o f the children 6-11 years 
of age had handicaps for which special edu ­
cational resources were recom m ended. The 
principal type o f resources needed were spe­
cial training for slow learners (13 percent) 
and  speech  th e ra p y  (6 p ercen t) (N CH S, 
1972). T here  was no change in the level of 
reported  need in 1976 (Foundation for Child 
Development, 1977). T here  was, however, an 
increase in the availability and  use o f re ­
sources.
In the late 1960’s, it was estim ated that 
about 14 percent o f the youths 12-17 years 
of age had handicaps for which special edu ­
cational resources were recom m ended. The 
principal resources needed were rem edial 
reading (6 percent) and special training for 
slow learners (5 percent) (NCHS, 1974).
T he discussion so far has been of those 
children who live in the community ra ther 
than  in institu tions. In 1976, th e re  w ere
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almost 152,000 children and youths u n d er 18 
years o f  age in  in s titu tio n s  desig n ed  fo r 
medical o r protective care (U.S. B ureau  o f 
the Census, 1978c). T he most com m on rea­
son  given fo r  a d m ittin g  th e  ch ild  was a 
medical one (38 percent), closely followed by 
family reasons (31 percent). T he  most com ­
m on reason  fo r a m edical adm ission was 
m ental retardation (12 percen t o f all children 
in institutions). T he second and th ird  most 
com m on reasons, n ervous d iso rd e rs  a n d  
m ental illness, to g e th e r  accounted  fo r 11 
percent o f  the children being adm itted.
O verall, th e  h e a lth  o f  c h ild re n  in th e  
U nited States is good. Both the parents and 
their children assess the children’s health as 
good—although the children rate their own 
health  som ew hat low er than  th e ir  paren ts 
rate it. A lthough the incidence of acute illness 
is high, few children have chronic conditions 
o r long-term  limitation o f activity.
T h ere  are m ajor problem  areas, however. 
C h ild ren  in p o o r fam ilies, and  especially 
children in poor families with only one par­
ent, are in  poorer health and are m ore likely 
to have lim itations th an  ch ild ren  in h igher 
income families. Medical care alone cannot 
solve all o f the problem s, bu t im m unizations, 
glasses for children who are unable to see the 
fron t o f  the room  in school, the filling o f  
decayed tee th , an d  p ro m p t diagnosis an d  
trea tm en t o f m inor problem s to prevent de­
bilitating complications could certainly help 
reduce  problem s am ong ch ild ren  in poor 
families.
Poor children are m ore likely to be in poor 
health  o r to have functional disabilities than  
children in families with adequate incomes. 
They are m ore likely to develop com m unica­
ble d iseases. T h ey  a re  no m ore likely to 
develop o ther conditions, such as myopia or 
asthm a, bu t because they are less likely to 
receive adequate medical care, they are m ore 
likely to have som e d eg ree  o f  fu n c tio n a l 
disability as a result.
Physical illness, disability, and  d ea th  are 
n o t in d e p e n d e n t o f  one a n o th e r , n o r  are  
they  in d e p e n d e n t o f  em otional illness and  
disability o r the  en v iro n m en t in w hich the 
child’s life is spent. Em otional o r behavioral 
p rob lem s can b o th  cause and  re su lt from  
physical problem s. T h e  en v iro n m en t, bo th
physical and social, affects physical and  em o­
tio n a l h e a lth . C ro w d ed  an d  d e la p id a te d  
housing, poor schools and  teachers, poverty, 
and  d iscrim ination  all increase th e  risk o f  
physical and  em otional illness and  im p a ir­
m ent. A dequate  housing , good schools and  
teachers, enough  m oney fo r food an d  cloth­
ing, and  social accep tance all decrease  the 
risk.
Strong relationships exist between family 
incom e and  certain  health  indicators. T he 
p ropo rtion  o f  children in  “fair” o r “poo r” 
health drops significantly as family income 
rises. A bout 9 percent o f  the children and 
youth in families with incomes o f  less than  
$5,000 per year, com pared with 2 percent in 
families with incomes o f $15,000 o r  more, 
are rep o rte d  as being in “fa ir” o r “p o o r” 
health . C hildren and  youth  in low income 
families are m ore likely to have days w hen 
th e ir  activity is res tric ted , w hen they  are  
confined to bed, o r w hen they are out o f 
school. For exam ple, school-age children in 
low income families lost an  average 6.6 days 
from  school p e r year du ring  1975-76 because 
o f acute illnesses, while school-age children 
in high income families lost an  average 4.7 
days.
T h ere  are pockets o f poverty and isolation 
n o t readily revealed in national data. Chil­
d re n  in  in n e r  city slum s, in  th e  h ills o f  
Appalachia, o r the fields w here m igrants pick 
crops m ay be in  ex trem e poverty  and  ill 
health. Special surveys and  individual studies 
docum ent the health  conditions o f  these chil­
d ren  (Coles, 1967-78).
T here  are also areas w here behavior has a 
d irect im pact on  health . While the overall 
relationship between em otional and physical' 
health is too broad  to cover in this sum m ary 
chapter, these specific areas need  to be ad ­
dressed at least briefly.
O ne area is child abuse and  neglect. Esti­
mation o f the incidence of child abuse from  
surveys is difficult since people are extrem ely 
unlikely to say that they have abused a child. 
However, indirect m ethods have been used 
to try to obtain the data.
O ne approach  is to ask people w hether 
they are capable o f in juring a child; ano ther 
is to ask peop le  w h e th e r they  personally  
know of anyone else who physically in ju red  a
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child. Both approaches were used for a 1965 
survey (Gil, 1970). Twenty-two percent o f the 
adults had felt that they could at some time 
injure a child, and 16 percent reported  that 
at one time they “could hardly refrain from 
injuring a child.” T hree  percent o f the adults 
said that they personally knew families in­
volved in child abuse, a response that was 
transform ed into an estimate o f 13-21 inci­
dents of child abuse per 1,000 children in 
1965.
A lthough the data on incidence o f child 
abuse are  faulty , th e re  is no d o u b t th a t 
physical or sexual abuse or severe neglect can 
be a significant problem  for some children. 
T hese  ch ild ren  are  betrayed  by the  very 
people on whom they must depend; they are 
almost always m istreated in their own homes.
A child’s own behavior or the behavior of 
peers can also lead to adverse health conse­
quences. The risk-taking behavior o f adoles­
cents can result in boys and girls injured or 
killed in automobile accidents or girls p reg ­
n an t with unw an ted  ch ild ren . A bout 227 
thousand girls under 18 years o f age gave 
b irth  in 1976. Sm oking and  drink ing  are 
known to be associated with shortened life 
expectancy and certain diseases, yet 71 per­
cent o f the high school seniors in 1977 had 
had a drink, 38 percent had smoked ciga­
rettes, and 35 percent had smoked m arijuana 
at least once during the 30 days prior to the 
survey (Part B, table 46). Failing to seek 
m edical care  w hen  in d ica te d  is a n o th e r  
h ea lth -re la ted  behav io r o f ado lescen ts. In 
response to a series o f questions about seek­
ing  m edical care  fo r specified  sym ptom s,
adolescents were less likely to say tha t they 
would want to see a doctor than their parents 
were (NCHS, 1977a).
School crime and disruption can also be 
significant problem s. A typical secondary 
school student has about 1 chance in 9 of 
having som ething stolen in any given month, 
1 chance in 80 o f being attacked, and 1 
chance in 200 o f  being robbed  by force. 
Personal violence is most pronounced in ju n ­
ior high schools (National Institute of Educa­
tion, 1978;.
Changing behavior is m ore difficult than 
providing medical services and there are no 
easy solutions to some o f  these problem s. 
Nevertheless, they are real problems; they 
impose an added risk to the child’s develop­
m ent into a healthy adult.
USE OF MEDICAL SERVICES
Most of the care children receive is am bu­
latory, even though they use less ambulatory 
care than adults. For 1975-76, children and 
youth had about 1,170 am bulatory medical 
contacts of all kinds and about 553 visits to 
office-based physicians for every 100 days in 
hospitals. People under 18 years o f age had 
an average 4.1 physician contacts (including 
telephone) per person per year, while people 
18-64 years o f age had 5.2 and people 65 
years o f age and  over had 6.7 during 1975­
76 (table A).
Data obtained from  a special supplem ent 
to the 1974 H ealth Interview Survey provide 
previously  unavailable in fo rm atio n  about
Table A. Selected measures of use of medical care, according to age: United States, 1975-76
Age










Number per 1,000 population per year
Under 18 years . 4,120 1,947 76 352 2.3
18-64 years______ 5,163 2,908 175 1,211 2.6
65 years and over .  _ 6,732 4,344 361 4,167 44.8
1 1976 only.
SOURCES: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey; Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National 
Ambulatory Medical Care and Hospital Discharge Surveys; U.S. Bureau of the Census: Current Population Reports. Series P­
23. No. 69. Washington. U.S. Government Printing Office, June 1978.
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w here children go for am bulatory medical 
care. D uring  th a t year, 69 percen t o f  the 
children and  youth  m ade at least one am bu­
latory visit. Sixty-two percent went to a p ri­
vate d o c to r in  th e  office, 5 p e rcen t to a 
freestanding clinic, and 21 percent to a hos­
p ital ou tp a tien t d ep a rtm en t o r em ergency 
room  at least once during  the year. These 
categories are  not m utually exclusive; about 
half o f  the children saw a doctor in only one 
setting and  a few at all three.
T h e  m utually  exclusive categories show 
tha t 45 percent saw a private doctor only, 7 
percent received care only in a hospital or 
freestanding clinic, and 17 percen t had both 
private and institutionalized am bulatory care.
Race, place o f residence, and income were 
m ajor determ inan ts fo r the  setting  in which 
am bulatory care was received.
O nly 58 p e rc e n t o f  th e  black ch ild ren  
u n d er 18 years o f  age received medical care 
in any o f  the th ree  settings; 26 percent saw a 
private physician only, 18 percen t received 
all their care in an institutional setting, and 
14 percent in  both. In  contrast, 71 percen t o f 
the white children received medical care in 
one o f the th ree  settings; 48 percen t from  
only a private physician, 5 percen t only in an 
institutional setting, and 18 percen t in both. 
Overall, 66 percen t o f  the  white children, 
com pared with 40 percent o f the black ones, 
received some care in a private setting; 18 
percent o f  the black children, com pared with 
5 percent o f  the white ones, received care 
only in an institutional setting.
Children who lived in the central city were 
m ore likely to receive care in an  institutional 
se ttin g  th a n  those  who lived ou ts ide  th e  
central city o f  a m etropolitan area. In  the 
central city, 38 percent o f  the children saw a 
private physician only, 12 percent received 
care in an institutional setting only, and  18 
percent in both. In  the suburban  areas, 50 
percen t received care only from  a private 
physician, 5 percent only in an institutional 
setting, and 18 percent in both.
Poor children also received a g reater p ro ­
portion o f  the ir medical care in institutional 
settings. A m ong ch ild ren  in fam ilies with 
incomes less than  $5,000, 64 percent saw a 
doctor in one o f the th ree  settings; 30 p e r­
cent received care in a private setting only,
14 percent in an institutional setting only, 
and  19 percen t in both. A m ong children in 
families with incomes o f  $15,000 o r m ore, 74 
percen t saw a doctor d u rin g  the  year; 54 
percent received all the ir care in  a private 
setting, 3 percent in an  institutional setting 
only, and  17 percent in both. T h irteen  per­
cent o f the children and  youth  in  the low 
income families received some o f  the ir care 
in freestanding clinics, com pared with 2 per­
cent o f those in the u p p er incom e families. 
Most o f the care poor children received in 
freestanding  clinics was in public health  clin­
ics; about 9 percent o f the poor children .had 
some care in public health  clinics. Less than  5 
percent used a neighborhood health  center.
Black children, children in central cities, 
and  poo r ch ild ren  w ere m ore  likely than  
the ir counterparts to receive care in institu­
tional settings, b u t the am oun t o f such care 
did not com pensate fo r the lack o f  care in 
private settings. T hey were still less likely to 
have received any medical attention du ring  
the year despite the likelihood o f  being in 
poorer health.
Use o f  hospitals fo r am bulatory care has 
g rea tly  in creased . In  1956, only  ab o u t 6 
percen t o f  the children u n d e r 14 years o f  age 
rece ived  any am bu la to ry  care  in  a hosp ita l 
(O d o ro ff and  A bbe, 1957). In  1974, a fifth  
(21 percent) o f  th e  ch ild ren  and  you th  had 
m ade a t least one visit d u r in g  th e  y ear for 
am b u la to ry  care  a t a hosp ita l; 16 p e rc e n t 
w ere seen  in  an  em erg en cy  ro o m  an d  8 
p ercen t in  an  o u tp a tien t d ep a rtm en t. Even 
am ong the u p p er income families, 18 percent 
o f the children and  youth  received some care 
in hospital ou tpatien t departm ents and  em er­
gency room s in 1974, and  21 percen t o f the 
suburban children used hospitals fo r some o f 
the ir am bulatory care.
C hildren  in poor families (with incomes 
less than  $5,000) were m ore likely to be seen 
in hospital ou tpatien t departm ents than  those 
in families with incomes o f  $15,000 o r m ore 
(14 percent versus 6 percent). However, chil­
d ren  in h igher income families w ere seen in 
em ergency  room s alm ost as frequen tly  as 
those in lower income families (15 versus 19 
percent). T h e  same relationships held true  
w hen black ch ild ren  w ere com pared  with 
white ones o r children in central cities with
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those in suburbs. Em ergency room s were 
used by all w hen needed , bu t o u tp a tien t 
d ep artm en ts  w ere used by the poor, the 
black, and the central city child.
Although only 69 percent o f the children 
under 18 years of age visited a doctor during  
the year, 88 percent were reported  to have a 
regular source o f care. For 78 percent, the 
regular place for care was a private doctor’s 
office; for 6 percent, the regular place was a 
hosp ita l. T h re e  p e rc e n t re lied  on o th e r  
places. T he regular doctor for 46 percent of 
the children and youth was a general practi­
tioner, and for 28 percent a pediatrician.
Black children, poor children, and children 
in late adolescence were m ore likely than the 
average to have no regular source o f care 
(17, 18, and 15 percent, respectively). Black 
children, poor children, and children in cen­
tral cities were more likely than the average 
to rely on hospitals (19, 12, and 12 percent, 
respectively) and less likely to rely on private 
doctors (55, 61, and 68 percent, respectively).
A lthough care in institutional settings is 
not inherently better or worse than private 
care, there can be problem s with relying on 
hospital outpatient departm ents for care or 
failing to have any regular source o f medical 
care (Institute o f Medicine, 1974). O ne prob­
lem may be lack o f continuity . A related  
problem  is that there may be a lack o f certain 
kinds o f preventive care such as the recom ­
m ended  series o f  innocu la tions. A n o th er 
problem, which is seldom considered, is that 
people have to actually take the child to the 
outpatient departm ent for care or consulta­
tion. W hen a parent is unsure about the need 
for medical care, and the cost in time, money, 
or energy is excessive, there may be a tend­
ency to delay or avoid care for the child. 
Many private doctors, especially p ed ia tri­
cians, can be reached by telephone at speci­
fied times and can almost always be reached 
through an answ ering service. Thus, when 
the paren t is in doubt about w hether the 
child needs to see a doctor, the telephone can 
be used for advice, and many m inor prob­
lems can be m anaged without a visit. This 
option is seldom  available except th rough  
private physicians where there is usually no 
charge for the telephone consultation.
In 1974, only 6 percent o f the black chil­
d re n  and  12 p e rc e n t o f  th e  c h ild ren  in 
families with incomes o f less than $5,000 had 
a telephone contact du ring  the year, com­
pared with 25 percent o f the white children 
and 27 percent in families with incomes o f 
$15,000 or more. T he child in a low income 
family or the black child had to be taken to 
the doctor, with the resultant problem s of 
cost, transportation, and time.
It is instructive to see where medical a tten­
tion is first received for injuries. In 1975, 
children under 18 years o f age had about 22 
million episodes o f injury that received some 
medical attention. For about 47 percent the 
first medical attention was at a hospital, for 
31 percent it was at a doctor’s office, for 15 
percent it was a telephone call, and for 7 
percent medical attention was first received 
in o ther ways. For children in families with 
incom es o f  less than  $5,000, 59 p ercen t 
received the ir first medical a tten tion  in a 
hospital setting, while only 37 percent o f the 
children in families with incomes o f $15,000 
or m ore went there first. T he percentages 
were 27 and 37, respectively, for docto r’s 
offices. Only 5 percent of the injury episodes 
for children in low income families, com ­
pared with 19 percent for children in high 
income families, w'ere first medically attended 
through a telephone call.
It is not known what proportion of those 
who used the  te lephone for first medical 
contact were then seen by a doctor and what 
proportion did not need to be seen, but it 
does seem reasonable to speculate on what 
the potential saving in time and money and 
the  increased  access to care w ould be if 
te lep h o n in g  a d octo r fo r advice wrere  an 
o p tion  equally available to everyone . C er­
tainly pediatricians have learned  tha t many 
problems can be adequately handled by aides 
tra in e d  to h an d le  te lep h o n e  calls (Katz, 
Pozen, and  M ushlin, 1978). C h ild ren  who 
rely on institu tional settings for th e ir  care 
m ight be well served if those facilities also 
offered telephone consultation as a service.
An assessment can also be m ade o f the 
volum e o f  care and  the n um ber o f visits 
made by children as opposed to the p ropor­
tion o f children who made at least one visit 
during  the year. T he distributions by setting 
are different. A lthough only 69 percent of
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th e  ch ild ren  and  youth  visited a d o c to r’s 
office and  21 percent a hospital, 77 percent 
o f all visits were to doctor’s offices and only 
17 percent to hospital settings. T he  rem ain­
der w ere to o ther places.
T h e  da ta  th a t follow are  based on the  
N ational A m bulatory Medical C are Survey 
and reflect only visits to private physicians’ 
offices. It is im portan t to keep in m ind that 
private physicians provide only part o f the 
am bulato ry  m edical care  o f  ch ild ren  and  
youth. I t has already been pointed out that 
the first medical care for in jured  children is 
frequently  received in hospital em ergency 
rooms. C hildren un d er 6 years o f age, chil­
d ren  in u p p e r income families, white chil­
d ren , and  suburban children are m uch m ore 
likely than  th e ir  co u n te rp a rts  to have r e ­
ceived care from  a private physician.
Pediatricians, general p rac titio n ers , and  
family practitioners provide the m ajor part 
o f the private care o f children. Forty percent 
o f the visits m ade by children u n d e r 18 years 
o f  age to  o ffice-based  physicians d u r in g  
1975-76 w ere to pediatricians; 34 percen t 
were to general practitioners and  specialists 
in family practice.
A m ong  young  ch ild ren , those  u n d e r  6 
years o f  age, 57 percent o f the visits were to 
pediatricians. A m ong elem entary school chil­
dren , 41 percent o f  the visits were still to 
ped iatric ians. H ow ever, w ith adolescence, 
there was a definite shift away from  pediatri­
cians. Only 23 percent o f the visits o f adoles­
cents 12-15 years o f age and  7 percent o f the 
visits o f  those 16-17 years o f  age w ere visits 
to pediatricians.
Routine care, tha t is care with no illness at 
the time, accounted fo r a q u arte r (25 p e r­
cent) o f the office visits m ade by children 
and youth du ring  1975-76. Respiratory con­
ditions, the m ajor illness for which children 
were taken to the doctor’s office, accounted 
for ano ther quarte r (26 percent). Infectious 
an d  parasitic  conditions (8 percen t), skin 
conditions (7 percent), conditions affecting 
the nervous system (11 percent), and injuries 
(8 percent) accounted fo r most o f the rem ain­
ing visits.
T he  average num ber o f visits per child and 
the reason fo r the visit changed as children 
m oved from  infancy th ro u g h  adolescence.
Babies, those not yet a year old, were taken 
to a doctor’s office an average o f 5.9 times a 
year. H alf o f  those visits (49 percent) were 
for routine care, 13 percent fo r acute u p p er 
respiratory conditions, 7 percen t fo r infec­
tious and  parasitic conditions, and  6 percent 
for ear conditions. Injuries accounted fo r 2 
percent o f the visits.
O lder preschool children were taken to a 
d o c to r ’s o ffice  2 .4  tim es a y ear. O nly  a 
quarte r (24 percent) o f  the  visits were for 
routine care. Injuries accounted fo r 6 percent 
o f the visits. Acute u p p er respiratory  condi­
tions accounted for 21 percen t o f  the visits, 
and  ear conditions accounted fo r 12 percent.
From  the start o f  elem entary school at 6 
years o f  age th rough  15 years o f age, chil­
d ren  visited a private physician an average
1.5 times a year d u rin g  1975-76. Most o f 
these visits w ere fo r illness o r injury. Routine 
care accounted fo r less than  a fifth  o f  the 
visits, and  injuries were a m ajor reason for 
tak ing  a school boy to the  doctor. Eleven 
percent o f  the visits elem entary school boys 
m ade to a doctor’s office an d  16 percen t o f 
the visits boys 12-15 years o f  age m ade were 
fo r injuries.
A t about 16 years o f  age, there  is a change. 
T h ro u g h  all the years o f childhood and  early 
adolescence, boys make m ore visits to doctors 
than  girls—mosdy because they have m ore 
injuries. In  la ter adolescence, 16-17 years o f 
age, girls m ake m ore visits than  boys. Some 
girls at this age receive prenatal care (about 
11 percent o f  all visits to private physicians 
m ade by girls 16-17 years o f  age w ere for 
prenatal care), and  it is likely tha t some o f 
the  visits fo r exam ination and  observation 
were fo r suspected pregnancy.
Data from  the Hospital Discharge Survey 
show tha t ch ildren  and  youth  use fa r less 
inpatien t medical care than  adults. T h e  aver­
age child spent only 29 percen t as many days 
in the hospital d u ring  1975-76 as a working- 
age adult and  only 8 percen t as m any as an 
adult 65 years o f age and over.
D uring 1975-76, there  w ere 352 days o f 
short-stay hospital care p e r year fo r every
1,000 ch ild ren  u n d e r 18 years o f  age. O f 
these 352 days, 274 were for diseases and 
conditions, 65 for injuries, 14 fo r deliveries,
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and only 3 for exam inations and observation 
without illness.
On the average, infants under 1 year of 
age spend m ore time in the hospital than 
older children. Excluding the routine hospi­
talization at the time o f birth, there were 
1,266 hospital days per year during  1975-76 
for each 1,000 infants. T he rate o f utilization 
is high because o f the long hospitalizations of 
in fan ts  in d istress at b irth . T h e  average 
length  o f  stay o f  in fan ts hospitalized  fo r 
perinatal morbidity resulting from  m aternal 
conditions, difficult labor, birth injuries, etc., 
was 14.2 days. It is not unusual for such 
infants to be hospitalized for a m onth  or 
more. Pneum onia, however, accounted for 
more hospital care for infants than any other 
single condition—540,000 days each year— 
and all respiratory  conditions together ac­
counted for 1,265,000 days each year.
A m ong preschool children as am ong in­
fants, respiratory conditions were the most 
common reason for the child being in the 
hospital; 35 percent o f all the days preschool 
children spent in the hospital were because 
o f respiratory conditions, and about a third 
of those days were because of pneum onia (11 
percent of the total). At this age, however, 
injuries were the second most common rea­
son for the child being in the hospital. In ju­
ries accounted for 16 percent o f the days 
preschool children spent in hospitals. Chil­
dren hospitalized for injuries stayed longer 
than other children—an average o f 5.1 days.
A m ong elem entary  school ch ild ren  and 
young adolescents, injuries were the most 
common reason for the child being hospital­
ized. About one-quarter o f these children in 
the hospital on any given day w ere there  
because o f an injury (25 and 23 percent for 
children 6-11 years of age and 12-15 years 
of age, respectively). Respiratory conditions 
w ere still a m ajor reason  for e lem en tary  
school ch ild ren  being in the hospital (19 
p ercen t o f  the  days), b u t they w ere less 
im portant for adolescents 12-15 years o f age 
(10 percent).
In later adolescence, injuries and childbirth 
were the most common reason for the young 
person being in the hospital. In ju ries ac­
counted for 22 percent and childbirth for 16 
percent of the days youths 16-17 years of
age spent in the hospital. On any given day, 
38 percent o f the boys were in the hospital 
because o f an injury, and 27 percent o f the 
girls were there because o f childbirth.
Most hospitalization for pneum onia am ong 
children, childbirth am ong adolescent girls, 
and perinatal conditions am ong newborns 
resulting from  poor uterine or delivery cir­
cumstances could be avoided in this country 
if p resen t knowledge and preventive care 
were equitably and energetically applied.
RESOURCES
T he need for medical care is not the only 
determ inant of utilization. T he use of medi­
cal services is inextricably intertw ined with 
the availability o f services and the ability to 
pay for them.
O ne recent repo rt states that there is a 
m aldistribution o f physicians in the medical 
specialties and a shortage o f doctors provid­
ing prim ary care (National Research Council,
1976), and another states that “there are not 
enough  o f the righ t kind o f doctors and 
o ther medical personnel in the right places 
to adequately  respond  to the health  care 
needs o f ch ild ren” (H arvard Child H ealth 
Task Force, 1977). T he latter report goes on 
to say that in 1931 there were 18.6 full-time 
equivalent physicians per 100,000 population 
who devoted time to the prim ary care o f 
children, but the ratio had declined to 11.3 
in 1973. This estimate depends on the prem ­
ise that only office-based pediatricians, gen­
eral internists, family practitioners, and gen­
eral p ractitioners provide prim ary care to 
children. These are the prim ary care physi­
cians designated under the Health Profes­
sions E ducational A ssistance Act o f 1976 
(Public Law 94—484).
However, physicians in office-based prac­
tice who are not designated as prim ary care 
physicians and physicians in institutional set­
tings, such as hospital outpatient departm ents 
and em ergency  room s, clinics, and  o th e r 
settings, are also providing prim ary care to 
ch ild ren . C h ild ren  are  actually  receiving 
m ore m edical care than they used to, al­
though it is possible that a smaller proportion 
o f the care is from  physicians designated as 
prim ary care physicians.
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T h ere  is a m aldistribution o f  physicians as 
m easured by physicians to population ratios. 
T h e  ra tio  o f  office-based ped ia tric ians to 
children, o f  obstetricians to women o f child­
bearing ages, or o f all office-based physicians 
to  the  popula tion  o f  all ages is h ig h e r in 
m etropolitan areas than  outside o f m etropol­
itan areas and  highest in the core counties o f 
la rg e  m e tro p o lita n  a rea s  (N C H S, 1977c). 
N evertheless, children in central cities are 
less likely to receive care from  an office-based 
physician than children outside m etropolitan 
areas. A study o f utilization rates in nonm et­
ropolitan areas designated as Medically U n­
derserved Areas showed tha t use o f medical 
services was as high in these areas as in o ther 
n o n m e tro p o litan  areas a lth o u g h  ch ild ren  
were less likely to have had  a rou tine physi­
cal ex am in a tio n  an d  w om en less likely to 
have had  early prenatal care in the desig­
nated Medically U nderserved Areas than in 
o ther nonm etropolitan  areas (Kleinman and 
Wilson, 1977).
T h e  relative ra tio  o f  physicians (or o th e r 
resources) does not seem to provide a useful 
indicator o f  their availability when evaluated 
by u tiliza tion  ra te s. T h e re  m ay be m any 
barriers which make the resources inaccessi­
ble even though  they are theoretically avail­
able.
Some o f  the Federal program s tha t have 
been designed to make medical care available 
have done so by directing resources tow ard 
“shortage” areas. Some provide services to 
children with a specified disease o r condition. 
O thers have operated  by increasing the abil­
ity to pay for care. Some have used a combi­
nation o f  approaches.
T he effect o f  the design and im plem enta­
tion o f these program s can be to limit who is 
allowed to receive care u n d er the program  
by specifying the location, the diseases o r 
conditions which may be treated , the family 
structure, o r the income level o f the popula­
tion.
For exam ple, the Crippled C hildren’s Serv­
ices program s provide services only to chil­
d ren  who have certain crippling conditions 
and  are  d irec ted  prim arily  to ch ild ren  in 
ru ra l areas. T he  C hildren and Youth p ro ­
grams are designed to provide com prehen­
sive preventive care only in areas with high
concentrations o f  low incom e families. T he 
M edicaid p ro g ram  is designed  to provide 
basic medical services to low incom e people 
regardless o f  w here they live bu t only if  the 
child has no fa ther in the household.
T h e  Status o f Children, 1977  (O ffice o f  
H u m an  D evelopm ent Services, 1978) con ­
ta ins a list o f  F ed e ra l p ro g ram s w ith  an  
im pact on ch ildren  and  b rie f descriptions o f 
som e o f  the  p ro g ram s, th e ir  ex p en d itu re s , 
an d  th e  e s tim ated  n u m b e r o f  p eo p le  they  
serve. T h e re  are 12 p rogram s listed fo r the 
D epartm en t o f H ealth , Education, and  Wel­
fare alone. P rogram s in  o ther agencies, such 
as th e  p rogram s in  the  Food and  N u trition  
Service o f  th e  D ep a rtm en t o f  A g ricu ltu re , 
are also health  related.
T h e  leng th  o f  the  list, the  variability in 
criteria fo r receiving services, the overlapping 
categories, and  the gaps in coverage dem on­
strate the fragm entation o f  Federal program s 
and  the n ear im possibility o f  d e term in ing  
w h e th e r  th e se  p ro g ram s m ake re so u rces  
available to the children who need  them .
T he Federal agencies responsible fo r ad ­
m inistering the program s rep o rt the am ount 
o f m oney spent and  usually the num ber o f 
children served. T h ere  is rarely any evalua­
tion o f  w hat p roportion  o f  the children who 
need services are reached by a program .
Since Medicaid is the only public program  
providing a sizable am ount o f money for the 
m edical care o f  ch ildren , it is w orthw hile to 
exam ine its im pact in m ore detail. M ore than 
ha lf (54 percent) o f  the  $4,690 m illion from  
pub lic  fu n d s  sp e n t on  th e  h ea lth  care  o f 
children u n d e r 19 years o f age in fiscal year 
1976 was the  $2,511 million from  M edicaid, 
with $1,369 million from  the Federal G overn­
m ent and  $1,141 million from  State and local 
governm ents. T h e  p rogram  fo r m aternal and 
ch ild  h ea lth  services u n d e r  T itle  V o f  the  
Social Security Act spen t approxim ately $500 
million tha t year, which was substantially less 
th an  the  $800 m illion sp en t by th e  D ep art­
m en t o f  D efense fo r d e p e n d e n t m inors o f 
military personnel. O ther program s provided 
a n o th e r  $876 m illion . A p p ro x im ate ly  $35 
m illion  o f  th a t was pa id  by th e  M edicare 
p ro g ram  in b eh a lf  o f  abou t 1,900 enrollees 
u n d e r  19 years o f  age, alm ost all o f  w hom
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had end-stage renal disease (Gibson, Mueller, 
and Fisher, 1977).
O ne M edicaid-related program  which has 
been evaluated  is the Early and  Periodic 
Screening, Diagnosis, and T rea tm en t P ro­
gram  (EPSDT). T he Social Security A m end­
ments o f 1967 (Public Law 90-248) required 
im plem entation o f EPSDT by July 1, 1969. 
Despite tha t requirem ent, final regulations 
did not becom e effective until F ebruary  7, 
1972.
When the General Accounting Office ex­
am ined steps taken to im plem ent EPSDT in 
8 States, it reported  that, as o f Ju n e  30, 1973, 
about 1.8 million children eligible for Medi­
caid resided in these States. O f the 8 States, 3 
had not even started screening, and the o ther 
5 had screened only 58,000 children. T he 
G eneral A ccounting O ffice recom m ended  
that the D epartm ent of Health, Education, 
and Welfare take more aggressive action to 
bring the States into compliance (Gomptroller 
General of the United States, 1975).
Nevertheless, while the screening rates in­
creased between 1973 and 1976, only 25.8 
percent o f the screenings needed, according 
to the A m erican A cadem y o f Ped ia trics ' 
screening schedule, were actually perform ed 
in 1976 (C h ild ren ’s D efense F und , 1977). 
T he fact that the screening had been p e r­
form ed, however, did not mean that the child 
received treatm ent for any conditions discov­
ered. Some children were referred  to o ther 
agencies for treatm ent without followup to 
determ ine w hether treatm ent was received. 
Some children became ineligible for Medicaid 
without ever receiving care.
T hus the resources, essentially preventive, 
that one Federal program  was designed to 
provide have not yet been made available to 
the majority o f the children who could bene­
fit from them.
Nor has the Medicaid program  been com­
pletely successful in reducing or elim inating 
differentials in accessibility, availability, and 
quality o f medical care by reducing the finan­
cial barriers for low income families.
While national data show that differentials 
between the “poor” and “nonpoor” children’s 
use o f am bulatory care have decreased, they 
have by no means been eliminated (Wilson 
and White, 1977). As has already been dis­
cussed, differentials am ong income groups in 
both the p roportion  o f children receiving 
care and the place of care still exist. Also, one 
study has shown that, although people en ­
ro lled  in M edicaid ap p rec ia ted  the  help , 
Medicaid did not change their health care 
pattern. T o  some extent, this was because the 
enrollees did not try to find a private doctor 
or change their source o f care, but another 
reason was that many private physicians re­
fused to care for Medicaid enrollees once 
reim bursem ent was changed from  the cus­
to m ary  fee to  a fee set low er th a n  the  
custom ary one (H aggerty, R oghm ann, and 
Pless, 1975).
Two recent national studies based on sup­
plements to the Health Interview Survey help 
to provide insight into the contribution Med­
icaid makes to the family’s ability to pay for 
medical care for children. In 1976, questions 
designed to elicit inform ation on w hether 
services for those people who were without 
private health insurance would be paid for 
by M edicaid, M edicare, the Civilian H ealth 
and  M edical P rog ram  fo r the U n ifo rm ed  
Services (CH A M PU S), o r by professional 
courtesy were added  to the standard  ques­
tions on coverage under private health insur­
ance. O f all ch ild ren  and  youth  u n d e r  18 
years o f  age, 74 p e rce n t w ere covered  by 
private  health  in su ran ce , 10 p e rce n t w ere 
covered  u n d e r  M edicaid, and  3 p e rce n t 
w ou ld  h ave  serv ices  p a id  fo r  th ro u g h  
CHAMPUS or professional courtesy. Twelve 
percent had none o f the specified form s of 
coverage for medical care, and 1 percent had 
unknown or not clearly specified coverage.
As previously dem onstrated in other sur­
veys, coverage under private health insurance 
was strongly associated with family income; 
the percent of children covered ranged from 
25 percent when the family income was less 
than  $5,000 to 92 percent when the family 
incom e was $15,000 o r m ore. T he  level o f 
coverage under private health insurance was 
high for white children, suburban children, 
and those in the N ortheast and N orth Cen­
tral regions. It was also higher for school-age 
than preschool children.
Medicaid coverage was generally highest 
am ong those groups least likely to be covered 
by private health  insurance. Forty-seven
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percent o f the children and youth in families 
with incomes less than  $5,000 were reported  
to be covered by Medicaid, as were 30 p e r­
cent o f  the black children and  19 percent o f 
the children in central cities. However, chil­
d ren  in the N ortheast, w here coverage levels 
u n d e r  p rivate  hea lth  in su ran ce  w ere also 
relatively high, were still m ore likely to have 
M edicaid coverage than  ch ild ren  in o th e r 
regions w here private health  insurance cov­
erage was less extensive.
T he  o ther two form s o f protection against 
m ed ica l b ills c o n s id e re d  in th e  su rvey , 
CHAMPUS and professional courtesy, were 
ra re  en o u g h  th a t to g e th e r  they  p rov ided  
p ro tec tion  fo r less th an  4 p ercen t o f  any 
population group  except in the South and 
West w here about 5 percent o f the children 
u n d er 18 years o f age were covered.
T here  were groups o f children for whom 
none o f these fou r m ethods o f paying for 
m edical care w ere available. A bout 26 p e r ­
cent o f the 7 million children in families with 
incomes less than  $5,000 and  21 percen t o f 
th e  13 m illion ch ild ren  in fam ilies w ith in ­
com es o f  $ 5 ,0 0 0 -$ 9 ,9 9 9  h ad  n o n e  o f  the  
specified form s o f  coverage. A lthough M edi­
caid coverage was repo rted  fo r 47 percen t o f 
the ch ild ren  in families w ith incom es less 
than  $5,000 and 16 percent o f the children 
in families with incomes o f  $5,000-$9,999, 
substantial segments o f  the children in these 
low income groups had no th ird -party  cover­
age. M edicaid coverage was no t p revalen t 
enough to com pensate for the lack o f  private 
health  insurance coverage fo r these children. 
U nfortunately, in these low incom e families, 
personal resources to pay bills are not likely 
to be available.
Lack o f coverage fo r m edical care  was 
especially com m on for children in the South 
(18 percent), for black children (16 percent), 
and for children outside m etropolitan areas 
(16 percent)—the geographic and racial cate­
gories with relatively high proportions o f low 
income families.
T h e  second study, in 1974, d e term ined  
how the bills were paid fo r the 50 million 
ch ild ren  and  youth  who had  at least one 
am bulatory medical contact du rin g  the year. 
All or part o f  the bill was paid out-of-pocket 
by the family for 79 percent o f  the children,
private health  insurance helped  pay fo r the 
bills o f  27 percen t o f  the ch ild ren , public 
funds helped pay fo r 15 percent, and  o ther 
o r unknow n sources w ere used fo r 6 percent. 
Medicaid paid all o r part o f  the bills for 5.5 
million children— 11 percen t o f  the children 
w ho used  am b u la to ry  m edical services in
1974.
T he  estimate o f the num ber o f  children 
who were Medicaid recipients is lower than  
the unduplicated  count o f  approxim ately 10 
million recip ien ts from  the  M edicaid p ro ­
gram . T h e re  are  several possible exp lana­
tions. T he  survey data  included only children 
un d er 18 years o f  age, while the program  
data included those u n d e r 21 years o f age. 
T he  survey data excluded children in long­
term  institutions, some o f  whom are covered 
u n d e r Medicaid, and  they excluded any chil­
d ren  who had  a short-term  hospitalization 
covered by Medicaid bu t no am bulatory care. 
Inclusion o f  all o f  these categories w ould 
raise th e  estim ated  n u m b e r slightly. I t  is 
m ore likely tha t the unduplicated  count from  
th e  M edicaid  p ro g ra m  is too  h ig h . I t  is 
difficult to produce an  unduplicated  count 
from  a p rogram  w here enro llm ent changes 
rapidly, and  the count was based on estimates 
from  only 8 States fo r fiscal year 1975 (Na­
tional C enter fo r Social Statistics, 1977).
In  th e  low in co m e  fam ilies  (less th a n  
$5,000), M edicaid helped  pay the bills fo r 52 
percent o f  the children who had  some am ­
bu la to ry  m edical care. O th e r  sources also 
helped to pay the bills, bu t there  w ere still 
some out-of-pocket expenses fo r 43 percent 
o f  the  ch ild ren  in  these poo r families. In  
families with incomes o f  $5,000-$9,999, M ed­
icaid helped pay the bills fo r 16 percen t o f 
the children and youth, 23 percen t h ad  help 
from  private hea lth  in surance , and  74 p e r­
cen t paid  a t least p a r t  o f  th e  bills d irectly . 
C hildren in these families w ere also less likely 
to have had am bulatory medical care du ring  
the  year th a n  ch ild ren  in  fam ilies w ith  in ­
com es o f  $10 ,000  o r  m ore . In  th e  h ig h e r  
incom e fam ilies, 85 -90  p e rcen t o f  th e  chil­
d ren  had some p a rt o f the medical bills paid 
directly by the family. _
T he in d ependen t estimates from  the Social 
Security A dm inistration on the expenditures 
fro m  public fu n d s  an d  fro m  th e  H ea lth
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In terv iew  Survey on ch ild ren  w hose bills 
were paid from  public funds are rem arkably 
consistent. In  fiscal years 1974 and 1975, 13 
percent o f the money spent to pay doctor 
bills for children under 19 years o f age was 
public money. In  calendar year 1974, 15 
percent o f the children un d er 18 years o f 
age, who received am bulatory services from  a 
doctor, had some part o f the bill paid from  
public sources.
Overall, only 26 percent o f all money spent 
on the health care o f children and youth in 
fiscal year 1976 was from  public funds. This 
is a  smaller proportion than the 30 percent 
fo r adults 19-64 years o f  age an d  m uch 
sm aller th an  th e  68 p e rc e n t fo r adu lts  65 
years o f age an d  over (Gibson, M ueller, and 
Fisher, 1977).
T h e re  are m any reasons for the d iffering  
proportions of medical care paid from  public 
funds am ong age groups, including program  
eligibility and the fact that children, who are 
more likely to be in good health than adults, 
are less likely to req u ire  long periods o f 
expensive in p a tien t care. T h e  m ix tu re  o f 
services needed or used by children is quite 
different from  that needed or used by adults. 
Y oung peop le  receive fa r m ore  of th e ir  
medical care as am bulatory patients.
Ambulatory services are not as well covered 
by public p rogram s as in p a tie n t services. 
Even so, only 13 percent o f  the expenditures 
for physicians for people under 19 years of 
age, com pared with 59 percent for people 65 
years o f age and  over, w ere paid ou t o f 
public funds in fiscal year 1976. T he major 
public program  covering children is M edi­
caid. Medicaid places m ore limits on eligibil­
ity than M edicare which provides the m ajor 
coverage for the elderly who can, in addition, 
be eligible fo r M edicaid. U nlike M edicare, 
Medicaid is a State-controlled p rogram  and, 
w ith in  lim its, it is desig n ed  to en su re  th a t 
specified  basic services a re  available. T h e  
States decide which o th e r services to cover 
and the eligibility criteria.
W hen many o f the people living in a State 
are poor, there  are conflicting dem ands for 
relatively Little money. O ne o f the conse­
quences is that the services provided under 
Medicaid may be reduced to the bare m ini­
mum. Poor children in poor States will then
receive fewer o f the benefits the program  
was designed to provide than poor children 
in richer States.
In some cases, the rigidity o f the regula­
tions also makes it difficult to provide needed 
services to children. For exam ple, auxiliary 
medical personnel can often screen children 
to determ ine w hether a doctor should see the 
child, and these personnel can provide, on 
th e ir  own, m any o f the  am bulato ry  care 
services that are the mainstay o f medical care 
for children. Pediatric nurse practitioners can 
serve in isolated areas re fe rr in g  ch ild ren  
when necessary. They can spend time with 
the paren t or child explaining the treatm ent 
and the reason for continuing the medicine 
even a fte r  the child appears  to have re ­
covered . T hey  can o ften  speak  in words 
understood by paren t and child better than 
the doctor can. Despite the many advantages, 
their services may not be covered by either 
public or private third-party insurance. T he 
child, who does not receive the needed atten­
tion, suffers.
SUMMARY
T he health  o f the average child in the 
United States today is good. It is probably far 
b e tte r  than  it was w hen the  1930 W hite 
House Conference wfas held and better than 
it was when Medicaid and o ther major Fed­
eral program s were im plem ented.
However, it is not as good as it could be. 
T here  are societal reasons for poor health 
which are beyond the ability o f the medical 
care system or the health com ponent o f the 
F ederal governm en t to correct. T h e re  are 
inequalities in access to medical care and 
problems in quality o f care which the health 
establishm ent could correct if there was the 
w'ill to do so. T here  are also diseases and 
im pairm ents that cannot be prevented nor 
cu red  at p resen t. H owever, research  may 
eventually discover a means for eliminating 
some of these problems, too. In the m ean­
time, more equitable and intelligent applica­
tion o f the knowledge already available could 
do much to im prove the health o f children 
and youth.
Poor health status for a child can begin
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even before b irth . A p o o r in trau terine  envi­
ro n m en t an d  lack o f  good p re n a ta l care , 
failure to recognize and make plans fo r the 
delivery o f an in fan t likely to be in distress 
w hen born, a clumsy delivery in an inade­
quate facility, and  the unpred ic tab le  occa­
sional m ajor congenital defect can all result 
in poor health  for the new born. T h e  m eans 
are at hand  to do som ething about the first 
th ree . W om en could be screened  early  in 
pregnancy and  those found  to be at high risk 
o f bearing children in poor health  could be 
assured o f prenatal care designed fo r the ir 
needs an d  e n c o u ra g e d  to use it. Services 
could be p lanned so that w om en at high risk 
could be transported  to hospitals with in ten ­
sive perinatal care units and  o ther facilities. 
Doctors and  facilities could be licensed only 
fo r the services they are capable o f  delivering 
well.
Poor health  can result from  lack o f  ap p ro ­
priate care at any point in childhood. Failure 
to  receive care w hen needed  or failu re  in 
diagnosis, trea tm ent, o r followup can all re ­
sult in p o o r health . H ow ever, expensively 
trained  physicians are not requ ired  fo r  all o f  
the routine care, initial screening, and  coun­
seling to s treng then  the p a ren t’s ability to  
care fo r the  child. I t  has been repeated ly  
d e m o n s tra te d  th a t  p h y sic ian  e x te n d e rs  
• (nurses, auxiliaries, etc.) are capable o f  p ro ­
viding such services, as long as the  highly 
trained  personnel and  high level technology 
are readily available if  needed.
R edesign ing  p ro g ram s so th a t  c h ild ren
needing care are not excluded because o f 
programmatic regulations or implementation 
would also help those children currently 
missed by the system. Integration and coor­
dination o f existing programs could ensure 
that the record o f a condition diagnosed in 
one program went with the child to another 
and that needed treatm ent was provided. 
Com prehensive programs could be intro­
duced where feasible.
Children, with certain exceptions for ado­
lescents, cannot legally assume responsibility 
for the decisions about whether they will 
obtain medical care or for payment o f medi­
cal b ills. T h ose decisions are m ade by 
adults—almost always parents, or other adult 
family members. Thus, helping the parents 
make wise decisions about their children and, 
where necessary, helping them  implement 
those decisions either directly through provi­
sion o f services or indirectly through making 
it possible to use the services; available will 
benefit the child.
It is. possible to continue the overall im­
provements in children’s health that have 
occurred in the past 50 years and to. improve 
the health o f  some groups o f  children more 
rapidly. T he technical knowledge is available, 
but it is not soM y a medical problem—many 
o f these children live in inadequate- physical 
or social environments with, poor or poorly- 
educated parents. Better and m ore easily 
available medical care for these children is 
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Mental d iso rd ers* 1 affect an estim ated 15 
percent o f  the U.S. population in any given 
year—almost 32 million people in 1975. T he 
en o rm o u s h u m a n  an d  econom ic costs o f 
m ental disorders have elicited great national 
concern , m ost recen tly  articu la ted  by the  
P residen t’s Com m ission on M ental H ealth  
(1978). T h e  Commission estim ated the direct 
cost o f m ental health  services for 1976 to be 
a b o u t $17 b illion , re p re se n tin g  a p p ro x i­
mately 12 percent o f o u r total national health  
costs. In  addition, a recent study showed that 
th e  m entally  ill have h ig h e r th a n  no rm al 
rates o f physical illness and  use general m ed­
ical services at about double the rate  o f the 
mentally well (Regier et al., 1977).
a P repared  by Carl A. T aube , D arrel A. Regier, 
M .D., an d  A nne H . R osenfeld , D ivision o f  B iom etry  
and  Epidemiology, N ational Institu te  o f  M ental Health.
1 “M ental d iso rder” m eans the  organic and  func­
tional psychoses, neuroses, personality d isorders, alco­
holism, d ru g  dependence, behavioral disorders, m ental 
retardation , an d  o th e r  d isorders identified  within Sec­
tion V o f the In ternational Classification o f  Diseases 
■ N o m enc la tu re  (ICDA). E xcluded  a re  “p rob lem s o f  
living” an d  em otional sym ptom s th a t are som etim es 
counted  in surveys and anecdotal reports as instances 
o f  “m ental illness.”
N O TE: Unless otherw ise no ted , all data  shown 
in th is c h a p te r  a re  d e riv ed  from  pub lications o f  th e  
Division o f  B iom etry an d  Epidem iology, N ational Insti­
tu te  o f  M en ta l H e a lth , A lcoho l, D ru g  A b u se  an d  
M ental H ealth  A dm inistra tion . A m ore extensive and 
com prehensive review o f the problem s associated with 
alcohol abuse an d  alcoholism  will ap p e ar in th e  Third 
Special Report to Congress on Alcohol and Health. Activities 
supported  by the N ational Institu te  on  Alcohol Abuse 
an d  Alcoholism (NIAAA) a re  inc luded  in th e  N IA A A  
Sixth Annual Report to Congress.
As the  N ation  grows so does the  n u m b er 
o f  people with m ental disorders, a fact that 
dem ands increased attention to both  the p re ­
vention and the early, appropria te  trea tm ent 
o f  m ental illness. In  the recent past, many 
changes have been m ade in the m ental health  
service system in an  a ttem pt to m ake it m ore 
responsive to all who need  it while reducing  
the costs o f  care. A lthough m uch work re ­
mains to be done, considerable progress can 
be docum ented.
T h e  following discussion describes m ore 
closely th e  scope o f  m en ta l illness in  the  
N ation and  outlines some o f  the m ajor char­
acteristics o f  the m ental health  service system 
and  those who use it. Recent trends tha t have 
shaped  th a t system  are  described , paying 
particular attention to selected issues o f cu r­
re n t policy interest.
SCOPE OF THE PROBLEM: 
PREVALENCE OF MENTAL 
DISORDERS
A basic an d  seem ingly  sim ple question  
often asked o f  m ental health  experts is: How 
many people have m ental disorders in the 
U nited States? U nfortunately, firm  answers 
are h ard  to obtain. Epidemiologists responsi­
ble fo r obtaining such inform ation have been 
ham pered  by several problem s, including dis­
agreem ent about the criteria fo r diagnosing 
m ental d isorders and  difficulty in obtaining
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reliable case identification data when com ­
munities o f un treated  people are surveyed. 
Many o f these technical problems are being 
overcome, but cu rren t epidemiological data 
reflect these longstanding problems. Still, it is 
possible to obtain some rough estimates of 
the p roportion  o f the U.S. population af­
fected by these disorders, either at one point 
in time (point prevalence) or over a given 
period o f time (period prevalence), and to 
describe the rate at which new cases develop 
(incidence).
T he best cu rren t estimate of the prevalence 
o f mental disorders is that at least 10 percent 
o f the U.S. population is affected by mental 
disorders at any given point in a year. This 
conclusion is based on the findings of several 
different studies. Most o f the data on preva­
lence are based on surveys that provide a 
rate of mental disorder for a given com m u­
nity at one given point in time (point preva­
lence). A 1954 survey of the noninstitution- 
alized  p o p u la tio n  o f  B a ltim o re , Md. 
(Pasamanick et al., 1956) found that at any 
given point in the year 10 percent o f the total 
population o f all ages had a mental disorder. 
Using d ifferen t case identification criteria, a 
1954 study (Srole et ah, 1962) found that 23 
percent o f the population 20-59 years of age 
was affected by a serious psychiatric im pair­
m ent at any point in time. In  1967, a study 
in New Haven, Conn., (Tischler et ah, 1975) 
found  a po in t-p revalence ra te  o f  abou t 16 
percent for mental disorders in the popula­
tion 20 years o f  age and  over. A recen t 
resurvey (W eissman, Meyers, and H ard ing ,
1977) o f the same population indicated that
15.1 percent had definite mental disorders, 
and an additional 2.7 percent had probable 
disorders, equaling 17.8 percent o f the pop­
u la tion  now 26 years o f  age and over with 
some form  o f mental disorder (Regier, Gold­
berg , and  T au b e , 1978). Such studies, a l­
th o u g h  usefu l, do no t specify how m any 
people are  m entally ill w ithin a given time 
period, for instance, a year (annual-period  
prevalence). T o  obtain such data, one m ust 
account not only for the point prevalence but 
also for the rate at which new cases develop 
(annual incidence).
Although studies o f the incidence o f m en­
tal disorders are extremely rare, a 5-percent
annual rate o f new cases for the Nation can 
be extrapolated from  the rate o f new, treated 
cases in a community-wide psychiatric case 
re g is te r  (R eg ier, G o ld b erg , an d  T au b e ,
1978).
Using the results o f the study with the 
lowest point-prevalence estimate (10 percent) 
and adding another 5 percent for new cases 
du ring  the year, the annual-period preva­
lence o f all mental disorders in the United 
States is conservatively at least 15 perce-nt of 
the population per year, or 31,955,000 per­
sons in 1975 (figure 1 and Part B, table 99). 
In the future, when newer and more precise 
case identification methods are used in large- 
scale population studies, evidence will proba­
bly m ount for po in t-p revalence rates o f at 
least 15 percent, with annual-prevalence rates 
of more than 20 percent of the population.
SERVICE DELIVERY SYSTEM, 
1975
Mental health treatm ent, once long term  in 
n a tu re , is today p red o m in an tly  acute. Ac­
cordingly, the locus o f care is shifting from  
inpatient to outpatient settings. T he volume 
of treatm ent episodes in organized mental 
health settings has quadrupled in the last 20 
years, an increase largely attributed to growth 
in outpatient and day treatm ent program s.
In 1955, only one-fourth o f the treatm ent 
episodes were in outpatient settings; by 1975, 
o u tp a tien t episodes accoun ted  fo r th ree- 
fou rths o f the total. By 1975, the use o f 
inpatient versus outpatient services of mental 
health facilities resem bled tha t o f general 
health facilities (Part B, table 117). Length of 
stay in mental health inpatient settings had 
also becom e m ore com parab le  to tha t in 
general health settings. Between 1971 and 
1975, the num ber o f days o f care in mental 
health  inpa tien t settings decreased  by 32 
percent (Part B, table 116). Particularly strik­
ing changes occurred in State mental hospi­
tals, where the average length o f stay de­
clined by 45 p e rcen t fo r the sam e period . 
T he median length o f stay for admissions to 
these hospitals in 1975 was 26 days, a notice­
able departu re  from the custodial character 
o f these institutions in the past.
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Figure 1. Estimated percent distribution of persons with mental disorders, by treatment setting:
United States, 1975
Historically, services fo r trea tm en t o f m en­
tal disorders have relied heavily on govern­
m ent sources fo r funding. While changes in 
fund ing  patterns have occurred  over the  last 
20 years, governm ent fu nd ing  still accounts 
fo r half o f the  m ental health  p rogram  ex­
penditures b u t only about one-th ird  o f  o ther 
health  p rogram  expenditures. D irect out-of­
p o ck e t p ay m en ts  a re  s im ila r fo r  m e n ta l 
health  and  o ther health  services, bu t m ore 
than  25 percent o f  o ther health  expenditures 
is paid fo r by private insurance, as opposed 
to  a ro u n d  13 p e rc e n t fo r  m en ta l h ea lth  
services (Wallack, 1978).
Settings
T rea tm en t services for people with m ental 
disorders are  provided in both  general health 
settings and  in specialty settings for m ental 
d isorders, such as freestan d in g  o u tp a tien t 
psychiatric clinics, general hospital psychiatric 
services, p sych ia tric  h o sp ita ls , re s id en tia l 
trea tm en t centers for em otionally d isturbed
children, federally-funded com m unity m en­
tal health  centers, and  the office-based prac­
tices o f  m ental health  professionals (figure 1 
and  P art B, table 99).
In  1975, the specialty m ental health  sector 
p ro v id ed  th e  on ly  m e n ta l h e a lth  ca re  to 
about 15 percen t o f  the m entally ill, or an 
estim ated 5 million people, while the general 
health  sector provided some diagnostic and 
trea tm en t services to an  additional 57 p e r­
cent, or 17 million people (figure 1 and  Part 
B, table 99). T hese two health  care systems 
overlapped fo r an  additional 6 percen t o f  the 
mentally ill, o r 2 million people who sought 
care for their disorders in both  sectors. A bout 
22 percent o f the m entally ill, o r 7 million 
people, were no t trea ted  o r seen in either 
sec to r, a l th o u g h  som e o f  th ese  m ay have 
received care from  o th e r  elem ents o f  th e  
hum an services sector o r from  nontraditional 
“m ental health” care sources.
O f  th e  alm ost 7 m illion peop le  trea ted  
annually in the specialty m ental health  sector, 
about 2 million o f  w hom  w ere also seen in 
the general health  care sector, alm ost ha lf
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were seen in freestanding outpatient mental 
health clinics and in federally-funded com­
munity mental health centers.
Characteristics of Admissions to 
Specialty Mental Health Settings, 
19752
Admissions to specialty m ental health set­
tings in 1975 were characteristically concen­
tra ted  in the m iddle age groups, with 40 
percent in the group 25-44 years o f age and 
19 percent in the group 45-64 years o f age. 
T he group 65 years o f age and over consti­
tuted only 5 percent o f the total, while the 
group under 18 years o f age accounted for 
18 percent, and the group 18-24 years of 
age, 17 percent.
T he admission rates o f various age groups 
showed a similar pattern when rank ordered 
and controlled for their d iffering represen­
tation in the population at large. T he  group  
25 -44  years o f  age still had  th e  h ighest 
admission rates and the group 65 years and 
over, the lowest. However, the g roup  18-24 
years o f  age was second h ighest, and  the  
group 45-64 years o f age, third.
Male admissions slightly outnum bered  fe­
male admissions overall, although there were 
notable exceptions where females ou tnum ­
bered males, primarily in outpatient psychi­
atric services and in private inpatient facili­
ties, such as private m ental hospitals and 
private general hospitals. T he male admission 
rate was slightly higher for all ages and for 
all age groups, except the group 25-44 years 
of age. For the group under 18 years of age, 
the  m ale adm ission  ra te  was alm ost 150 
percent higher than the female rate; for the 
group 45-64 years o f age, it was approx i­
mately 20 percent higher; and for the group 
18-24 years o f age, 10 percent higher.
2 This section is based on data on admissions to 
inpatient services of public and private mental hospi­
tals, psychiatric units in general hospitals, discharges 
from  V eterans A dm inistra tion  psychiatric inpa tien t 
services, and all admissions to com m unity m ental health 
centers and ou tpatien t psychiatric services— both free­
standing and affiliated services. These settings include 
about 95 percent o f the admissions to specialty mental 
health services.
C om pared with their distribution in the 
population at large, minority races were over­
represented in admissions to specialty mental 
health  facilities; when com pared with white 
peop le, 30 p e rce n t m ore  m inority  g ro u p  
m em bers o f all ages were adm itted, with an 
excess o f  a t least 20 p e rce n t fo r each age 
g ro u p . T h e  p ro p o rtio n  o f  m inority  races 
ad m itted  to various types o f  facilities was 
quite diverse, ranging from  a low o f 8 per­
cent for private mental hospitals to a high of 
23 percent in State and county mental hospi­
tals (i.e., public facilities).
T he two most frequent diagnoses for all 
1975 admissions were depressive disorder, 
accounting for 17 percent, and schizophre­
nia, accounting for 16 percent. This varied 
considerably by sex, race, age, and type o f 
facility, however. For males, alcohol disorder 
was the leading diagnosis, followed by schiz­
ophrenia, accounting for 18 and 17 percent, 
respectively. For females, depressive disorder 
was the leading diagnosis, accounting for 23 
percent o f the total admissions, followed by 
schizophrenia, accounting for 15 percent. 
For white people, depressive d isorder was 
the m ost freq u en t diagnosis, w hereas for 
those o f all o th e r races, schizophrenia ac­
counted for a much higher p roportion  of 
admissions (23 percent) than for white admis­
sions. This discrepancy may represent bias in 
the diagnostic process ra th e r than a true  
difference in the prevalence of this disorder 
am ong racial groups (Simon et al., 1973).
For th e  g ro u p  u n d e r  18 years o f  age, 
childhood disorders and transient situational 
disorders o f adolescence accounted for more 
than half of the admissions and were the 
first- and second-ranked diagnoses. In the 
group 18-34 years o f age, schizophrenia was 
the leading diagnosis, followed by depressive 
disorder. In the group 35-44 years o f age, 
depressive disorder was the leading diagno­
sis, followed by schizophrenia. In the group 
45-64 years of age, alcohol disorder ranked 
first, followed by depressive disorder. In the 
group 65 years of age and over, depressive 
d isorder was the leading diagnosis, account­
ing  fo r 35 p ercen t o f  the total adm issions, 
followed by organic brain syndrome, account­
ing for 31 percent.
T he diagnostic characteristics o f patients
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adm itted  to in p a tien t versus o u tp a tien t set­
tings in 1975 d iffered  appreciably, reflecting 
d iffe rin g  trea tm en t needs and  the  d is trib u ­
tion o f  these d isorders by age. O utpatien t 
services, fo r exam ple, had  a m uch h igher 
p roportion  o f  patients with m ental disorders 
characteristic o f younger age groups, such as 
childhood disorders, transien t situational dis­
orders o f  adolescence, neuroses, and person­
ality disorders. Inpatien t services contained a 
m uch h ig h e r p ro p o rtio n  o f  pa tien ts  w ith 
organic brain  syndrom es, depressive d isor­
ders, and schizophrenia.
T he m edian length o f stay for admissions 
to State and  county m ental hospitals in 1975 
was 25.5 days, com pared with 19.8 days for 
admissions to private m ental hospitals. G en­
eral hospital psychiatric units had  notably 
brief lengths o f stay, with 8 days for public 
general hospital units and 14 days for private 
units. Variations in length o f stay depended  
on p a tien ts’ ethnicity , age, diagnosis, and  
paym ent sources. Females generally stayed 
slightly longer th a n  males, particu larly  in 
State and  county m ental hospitals w here the 
average length  o f  stay fo r w om en was 33 
days, as opposed to 23 days for m en. This 
discrepancy probably arises because alcoholic 
d iso rd ers , usually re q u ir in g  sh o rte r  stays 
than  o ther diagnoses, are considerably m ore 
freq u en t am ong m ale th a n  am ong fem ale 
admissions. W hite people in public facilities 
generally had shorter stays than  those o f all 
o th e r  races, bu t th e  rev erse  was t ru e  in 
private facilities. C om pared  by age g roup, 
the  longest inpatien t stays occurred  in the 
youngest and  oldest age groups.
RECENT TRENDS IN THE 
SERVICE SYSTEM
T he m ental health  services system is an 
am algam o f historical trends o f recent and 
distant origin, which continue to influence its 
fo rm  a n d  functions. U n d ers tan d in g  these 
trends is a prerequisite for effective planning 
and im provem ent o f  m ental health  care in 
th e  fu tu re .  In  fo llow ing  sections, m a jo r 
trends will be described.
Declining Role of the State 
Mental Hospital
State and  county m en tal hospitals have 
u n d e rg o n e  sign ifican t change  since 1955, 
when the  resident population in these facili­
ties began  to decline—a decline th a t has 
continued to the present. Between 1955 and 
1975, the num ber o f  residents fell from  an 
alltime high o f  559,000 to 191,000. D uring 
this period , State hospitals, which had  ac­
counted fo r 49 percent o f  the total inpatient 
and ou tp a tien t episodes3 in  the  country, fell 
to a low o f 9 percen t o f  all episodes (Part B, 
table 117). Clearly, the  locus o f  care had  
shifted.
T he  decline in  the resident population o f 
S tate m en tal hospitals is re la ted  to  m any 
factors, including:
•  Increased availability and  use o f  alter­
nate care facilities for the aged.
•  Increased availability and  use of ou t­
patien t and  aftercare facilities.
•  D e v e lo p m e n t a n d  use  o f  p sy ch o ­
active d ru g  treatm ent.
•  G radual reduction  in  the  leng th  o f  
stay for admissions.
•  G re a te r  use o f  co m m u n ity  m en ta l 
h ea lth  cen te rs  an d  th e ir  affilia tion  
with State m ental hospitals.
•  D evelopm ent o f  effective screening  
procedures to prevent inappropria te  
admissions.
•  Changes in State legislation regard ing  
com m itm ent an d  re ten tion  in facili­
ties.
•  Deliberate adm inistrative efforts to re ­
duce the inpatien t population.
T hese  highly in te rre la ted  factors affected
3“ P a tien t ca re  ep iso d es” a re  d e f in e d  as the  
num ber o f  residents in inpa tien t facilities a t the begin­
ning o f  the year (or the nu m b er o f  persons on  the roles 
o f  non inpatien t facilities) plus the total adm issions to 
these facilities d u rin g  the year (i.e., new admissions, 
readm issions, an d  re tu rn s  from  long-term  leave). This 
index, therefo re , provides a duplicated  coun t o f  p e r ­
sons an d  is n o t equal to  a  tru e  annual-p revalence ra te  
o r the annual prevalence o f  trea ted  m ental disorder, 
which would require an  unduplicated  count o f  individ­
ual persons.
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th e  ra tes  fo r adm ission , read m issio n , and  
d u ra tio n  o f  stay , w hich  in tu r n  cau sed  
changes in the n u m b er and com position o f 
the inpatient population.
W hile  th e  r e s id e n t p o p u la tio n  b eg an  
d im inish ing  in 1955, the annual n u m b er o f 
additions (i.e., admissions, readmissions, and 
returns from  leave) to State m ental hospitals 
increased yearly until 1971. Since then, the 
num ber o f additions has decreased steadily 
each year, falling 6 percent between 1971 
and 1975. This decline reflected changes in 
the num ber o f returns from  leave, first ad­
missions, and readm issions (figure 2).
T he phenom enon o f the “revolving door” 
o f readmissions to State and county mental 
hospitals has elicited considerable concern in 
recen t years. W hile the  n u m b e r o f  to tal 
admissions fell between 1972 and  1975 (in 
part, because o f declining new admissions), 
the num ber o f readmissions in 1975 was just
slightly h ig h e r th a n  the  1972 figure and  
rem ained at a high level of almost 70 percent 
fo r all adm issions. T h e  h igh  n u m b e r o f  
readmissions might at first seem to be readily 
explained by the growth in the num ber of 
released m ental hospital patients who consti­
tu ted  the population theoretically “at risk” of 
readmission. However, the readm ission rate 
per 1,000 released patients rose from  174 to 
197 between 1969 and 1975 (table A). Thus 
o ther factors were involved. O ne factor was a 
shift from the use o f long-term  leave status 
to outright patient discharge, so that people 
needing  rehospitalization were counted  as 
readm issions ra th e r  than  as re tu rn s  from  
leave. A nother possible factor, requiring fu r­
ther study, was a tendency to release some 
patients w ithout assurance that adequate al­
ternate care arrangem ents had been made. It 
is im portant to rem em ber, however, that the 
high readm ission rate to State and county
Figure 2. Number of resident patients, total admissions, net releases, and deaths in State and county
mental hospitals: United States, 1950-75
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Table A. Readmission index and percent change for State and county mental hospitals: United States, 1969,1972, and 1975
Component of readmission index
Index year Percent change
1969 1972 1975 1969-72 1972-75
Net live releases in 3 years 
prior to index year 995,834 1,188,104 1,179,977 19.3 -0 .7
Number of readmissions during 
the index year 173,245 217,468 232,272 25.5 6.8
Readmission index (readmissions 
in index year per 1,000 net 
live releases in previous 3 years) 174.0 183.0 196.8 5.2 7.5
SOURCE: Division of Biometry and Epidemiology, National Institute of Mental Health: Unpublished data.
mental hospitals in 1975 was not appreciably 
d ifferen t from  that to o ther inpatient facili­
ties; fo r  exam ple , 61 p e rc e n t o f  th e  to tal 
discharges from  general hospital psychiatric 
units had received prior inpatient psychiatric 
care.
Changing Locus of Inpatient Care
T he rate o f total inpatien t episodes per
100,000 population increased from  795 in 
1955 to 847 in  1975 (Part B, table 117). 
However, psychiatric case register data indi­
cate that, when these episodes are undup li­
cated, the ra te  p e r  100,000 popula tion  o f 
persons hospitalized has shown a decrease in 
recent years (Babigian, 1977). T hus, the de­
clining role o f  the State m ental hospital over 
the past tw o . decades has no t p roduced  less 
use o f inpatient services. Rather, the locus o f 
care has shifted as alternate inpatient psychi­
atric settings, such as general hospital psychi­
atric units, have taken over inpa tien t care 
functions.
Because o f g reater use o f  inpatien t settings 
with a m ore active trea tm ent focus, the n u m ­
ber o f  days o f  inpatien t care and the num ber 
o f psychiatric beds have declined. TJhe_jmmy 
ber o f  inpatient days per i^9?09Srpopulatiork 
decreased 54 percent, from  750 in 1971 to 
496 in 1975. Between 1972 and 1976, the 
num ber o f  beds in inpatien t psychiatric facil­
ities dec lin ed  fro m  471,800 to  332 ,127 , a
29.6 p e rcen t decrease. T h e  co rre sp o n d in g  
rate  o f inpatient psychiatric beds per 100,000 
population d ropped  30.6 percent, from  225.6 
to 156.5. Most o f the decrease in the num ber 
o f beds betw een 1972 and  1976 was a ttr ib ­
u ted  to  changes w ith in  S ta te  a n d  coun ty  
m ental hospitals, w here the n um ber o f  beds 
decreased 39 percent.
I f  changes in the num ber o f beds in  var­
ious inpatient facilities are  taken as an  ind i­
cation o f shifting loci o f  care, some in terest­
in g  p a tte rn s  can be seen. T h e re  was a ne t 
decrease in the num ber o f psychiatric beds 
between 1971 and 1975 for all psychiatric 
facilities, largely as a resu lt o f  the  d ro p  in the 
num ber o f State m ental hospital beds from  
361,578 to 222,202. Despite this n e t decrease, 
some facilities increased the num ber o f  beds 
du ring  the same period. For exam ple, beds 
in p rivate psychiatric hospitals rose from  
14,412 to 16,091. Even m ore dramatically, 
non-Federal general hospital psychiatric un it 
beds increased from  23,308 to 28,706. These 
changes are bu t one indication o f the grow­
ing role being assum ed by these settings in 
inpatien t psychiatric care.
Growth in General Hospital 
Psychiatry
T here  was a 23-percent increase in beds in 
psychiatric units o f non-Federal short-term  
Igeneral and special hospitals between 1972 
and 1976. This increase contrasts m arkedly 
with the decrease in State hospital beds and 
even exceeds th e  9 -percen t overall increase 
for general hospital beds fo r the same period 
(American Hospital Association, 1976). T he 
increase in the num ber o f  general hospital 
psychiatric un it beds reflects the creation o f 
m any new u n its . T h e re  was a 3 7 -p e rcen t 
increase in units betw een 1971 an d  1976 
(table B).
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Table B. Psychiatric inpatient units in general hospitals 
and percent change, according to type of hospital: United 
States, 1970 and 1976
Type of hospital




hospital u n its ___ 766 1,047 37
Veterans Administration 76 89 17
Non-Federal 690 958 39
Community mental
health center 103 167 62
Other 587 791 35
SOURCE: Division of Biometry and Epidemiology, 
National Institute of Mental Health: Unpublished data.
As o f January  1976, non-Federal general 
hospitals m aintained 791 inpatient psychiatric 
units, 303 outpatien t psychiatric services, and 
176 day treatm ent program s for psychiatric 
patien ts. V eterans A dm in istra tion  general 
hospitals added  ano ther 89 inpatient psychi­
atric units, 91 outpatien t psychiatric services, 
and 59 day trea tm ent program s. These gen­
eral hospital separate psychiatric services ac­
counted for 20 percent o f the episodes in all 
specialty mental health facilities in 1975.
T he overall role o f general hospitals in 
p rov id ing  m ental health  services is m uch 
larger, however, than tha t o f their specialty 
psychiatric services. For exam ple, discharges 
from  non-Federal general hospital psychiatric 
units num bered  516,000 in 1975, w hereas 
discharges with a prim ary psychiatric diag­
nosis fro m  all h o sp ita l u n its  n u m b e re d
1,494,000. T herefore , there were almost an 
additional 1 million discharges with a p ri­
mary psychiatric diagnosis from  general hos­
pitals over and above those discharged from 
specialty psychiatric inpatient units (table C). 
In  addition to the 1.5 million discharges with 
a prim ary diagnosis o f mental disorder, an 
additional 1 million discharges in 1975 had a 
second-to-fifth-listed diagnosis o f mental dis­
o rd er with a nonpsychiatric prim ary diagno­
sis. In  total then, 2.5 million o f the 34 million 
discharges from  non-Federal general hospi­
tals, o r  7 p e rc e n t o f the  to ta l, had  one 
diagnosis or m ore o f mental d isorder (NCHS, 
1978).
T he num ber of discharges with a prim ary 
diagnosis o f m ental d iso rder increased 42
percent between 1971 and 1975, com pared 
with an increase o f 16 percent in total dis­
charges from  general hospitals. T he num ber 
o f discharges with a secondary but no t a 
p rim ary  diagnosis o f  m en tal d iso rd e r  in ­
creased  52 p e rc e n t d u rin g  the sam e tim e 
perio d  (NCHS, 1978). T h e  d ifferen tia l in ­
crease in secondary psychiatric diagnoses may 
reflect the increasing liaison role o f psychiat­
ric departm ents with medical-surgical depart­
m ents as well as a co n tin u ed  increase in 
insurance coverage for mental disorders.
Table C. Distribution of discharges, excluding newborns, 
from non-Federal short-stay hospitals, according to whether 
or not primary or secondary diagnosis was a mental 
disorder: United States, 1975










Psychiatric _______  _ _ _ _ _  _ _ _ _J
Nonpsychiatric _ _ _ _ _ _J
1,504,442 
32,538,147
SOURCE: National Center for Health Statistics: Un­
published data.
Increased Provision of Care in 
Organized Mental Health 
Outpatient Settings
D uring the past 20 years, m ental health 
care has becom e increasingly synonym ous 
with outpatien t care. T he num ber o f ou tpa­
tien t episodes in organized m ental health  
settings increased from  less than 400,000 in 
1955 to m ore  th an  4.5 m illion in 1975, a 
growth far exceeding that experienced for 
in pa tien t services. T he  ra te  o f o u tp a tien t 
episodes per 100,000 population increased 
from 233 to 2,185 between 1955 and 1975. 
As a result, ou tpatient care is now the p re­
dom inan t m ode o f m ental health  care. In
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1955, 77 percent o f the total episodes within 
organized m ental health settings w ere inpa­
tien t; in 1975, th e  s itu a tio n  was rev e rsed , 
w ith 72 p e rc e n t o f  th e  to ta l ep isodes in 
outpatien t services (Part B, table 117).
O rganized outpatient m ental health  servi­
ces may be categorized by th e ir  o rgan iza­
tional location as follows:
•  F reestand ing  o u tp a tien t clinics tha t 
are no t adm inistratively  p a r t o f  o r 
affiliated with an inpatient psychiatric 
facility.
•  O utpatien t services affiliated with psy­
chiatric hospitals, both public and  pri­
vate.
•  O utpatient psychiatric services o f  gen­
eral hospitals.
•  O u tp a tie n t p sy ch ia tric  services o f  
o ther m ental health facilities, such as 
residential trea tm ent centers fo r em o­
tionally disturbed children, ou tpatien t 
services o f federally-funded com m u­
nity m ental health centers, and  clinics 
o f the Veterans A dm inistration.
O f the total 2,329 outpatient m ental health 
services in the U nited States as o f  January  
1976, approxim ately 10 percent were affilia­
ted  w ith psychiatric hospitals, 17 p ercen t 
w ere affilia ted  w ith genera ! hospitals, 46 ■ 
percen t w ere freestan d in g  psychiatric serv­
ices, 23 percent were affiliated with federally- 
funded  com m unity m ental health  centers, 
and 4 percent w ere affiliated with o ther types 
o f m ental health  facilities. Dual affiliation 
with a general hospital and  a com m unity 
m ental health center are counted with the 
la tter (Part B, table 141). Ninety percent o f 
the absolute increase o f 1,002,824 outpatient 
adm issions be tw een  1971 an d  1975 was 
equally distributed between two types o f ou t­
patient settings: freestanding outpatien t serv­
ices and  o u tp a tien t services o f  com m unity  
m ental health centers (Part B, table 118).
Growth in Role of Nursing Homes 
in Care of Mentally III
O ne o f the m ajor factors contributing to 
the decline in the size o f the State m ental
hospita l res id en t popu la tion  has been  the 
grow th o f  the nu rsing  hom e industry. C han­
ges in the financing o f  care occurring in  the 
late 1950’s an d  1960’s enabled the cost o f 
caring for th e  mentally ill aged to  be  shifted 
from  prim arily  State su p p o rt to  prim arily  
F ederal su p p o rt u n d e r  th e  M edicare and  
M edicaid program s (Chiles, 1975). T hese fi­
nancing  changes paved the way fo r nursing  
homes to flourish and  assum e responsibility 
fo r long-term  care o f  many chronically m en­
tally ill aged. Between 1954 and 1976, the 
num ber o f  nursing  homes increased by about 
210 percent, from  about 6,500 to 20,185, and 
the num ber o f  nursing  hom e beds grew by 
almost 730 percent, from  170,000 to 1,407,000 
(Glasscote et al., 1976 and Part B, table 142). As 
Redick (NIMH, 1974) observed:
“In  1960, 615,000 o r about 4 percent o f  
persons 65 years o f age and  over were 
. . . in institutions; by the 1970 census, 
th is n u m b e r h ad  increased  to 968,000 
and  represen ted  5 percent o f all persons 
65 and  over. A t bo th  tim e periods, over 
90 percen t o f  the  elderly in institutions 
were either in  m ental hospitals o r hom es 
fo r  th e  aged  an d  d e p e n d e n t, b u t th e  
proportions o f elderly in each o f the two 
types o f institutions showed a significant 
shift over the 10-ryear interval. Between 
1960 -and .1970, the percentage o f  insti­
tutionalized. e lderly  in, m en ta l hospitals 
decreased  from  abou t 30 p ercen t to 12 
p e rc e n t, w h ereas , th e  p ro p o r tio n  in 
hom es fo r the  aged and  d ep e n d e n t in ­
creased from  63 to 82 percent.”
B etw een 1969 an d  1973, th e  n u m b e r o f  
nursing hom e residents 65 years o f age and 
over with a chronic m ental d isorder increased 
m ore  th a n  100 p e rc e n t, fro m  96 ,000  to
194,000, while the num ber o f  residents 65 
years o f age and over in all types o f  psychi­
atric hospitals decreased by 30-40 percent 
(table D). T he  net benefit o f this tren d  for 
the mentally ill elderly has been questioned. 
Studies o f the care provided for these indivi-' 
duals in nursing homes have suggested that
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Table D. Resident patients 65 years of age and over in 
psychiatric hospitals or residents 65 years of age and over 
with chronic condition of mental disorder1 in nursing 
homes and percent change, according to type of facility: 






mental hospitals __ 111,420 70,615 -36 .6
Private mental
hospitals 2,460 1,534 -37 .6
VA hospitals2 9,675 5,819 -39.9
Nursing homes3 ___ 96,415 193,900 101.0
1 Includes mental illness (psychiatric or emotional 
problems) and mental retardation but excludes senility.
2 Includes Veterans Administration neuropsychiatric 
hospitals and general hospital inpatient psychiatric services.
3 Data on residents with chronic condition of mental 
disorder used rather than data on residents with primary 
diagnosis of mental disorder at last examination, since 
latter data were not available by age in 1969.
SOURCES: Division of Biometry and Epidemiology, 
National Institute of Mental Health: Selected publications 
and unpublished data; National Center for Health Statistics: 
Chronic conditions and impairments of nursing home resi­
dents, United States, 1969, by A. Sirrocco. Vital and Health 
Statistics. Series 12-No. 22. DHEW Pub. No. (HRA) 74-1707. 
Health Resources Administration. Washington. U.S. Gov­
ernment Printing Office, Dec. 1973; and unpublished data.
“reinstitutionalization” ra ther than a deinsti­
tutionalization to a less restrictive environ­
m ent has resulted (Glasscote, 1976). As an 
example o f the im pact o f financing o f care 
on its locus and quality, this phenom enon 
has im p o r ta n t im p lica tio n s  fo r  n a tio n a l 
health insurance planning.
Growth in Federally-Funded 
Community Mental Health 
Centers
One aspect o f the growth in community- 
based mental health care has been the devel­
opm ent of federally-funded community m en­
tal health centers. T he num ber o f community 
m ental health centers grew from 205 in 1969 
to 528 in 1975 and to 649 in 1977. As noted 
earlier, the outpatient services of these cen­
ters and  o f freestanding  ou tpa tien t clinics 
accounted fo r 90 percen t o f the absolute 
increase in outpatient episodes between 1971 
and 1975. In  1975, federally-funded com­
munity mental health centers accounted for 
29 percent o f the total inpatient and outpa­
tient episodes (figure 3).



















1955 (1.7 M ILLIO N EPISODES)
Outpatient psychiatric services2 
1975 (6.4 M ILLIO N EPISODES)
1 Includes residential trea tm en t cen ters fo r em otionally  d istu rbed  children
2 In p a tien t services only
2 Includes free-standing o u tp a tie n t services as well as those  affilia ted  w ith  psych iatric  and general hospitals 
4  Includes inp a tien t and o u tp a tie n t services o f  federally  funded  CM HC’s
Figure 3. Percent distribution of inpatient and outpatient care episodes in mental health facilities, by
type of facility: United States, 1955 and 1975
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T h e  grow th o f com m unity m ental health  
centers (CM HC’s) has resulted in a reorgan i­
zation o f  existing facilities and an absolute 
increase in the num ber o f persons served by 
organized m ental health  facilities. CM HC’s 
generally are no t newly created bu t ra th e r 
a re  fo rm ed  by th e  affilia tion  o f  ex isting  
com munity resources—usually general hospi­
tal psychiatric services and freestanding out­
patien t an d  day trea tm en t program s. This 
was evidenced by the 528 CM HC’s in opera­
tion in 1975 tha t encom passed 2,000 affilia­
ted  facilities. G eneral hospital psychiatric ser­
vices have fo rm ed  a m a jo r base fo r th e  
developm ent o f  CM HC’s as have State- o r 
co u n ty -o p e ra ted  o r  S tate- o r  c o u n ty -su p ­
po rted  ou tpa tien t services. T h e  State role in 
the developm ent o f CM HC’s is dem onstrated  
by the fact that 30 percent o f  the fund ing  for 
these CM HC’s in 1975 was provided by State 
g o v e rn m e n ts , an  a m o u n t e q u a l to  th a t  
provided by the Federal G overnm ent.
In  recent years, CM HC’s have accounted 
fo r  the  m ajo r p a r t o f the  g row th  in day 
treatm ent services, which were virtually non­
ex isten t 20 years ago. Betw een 1972 and  
1975, the num ber o f day trea tm ent program s 
increased by 47 percent. CM HC’s accounted 
fo r  233 (50 p e rce n t)  o f  th e  469 new day 
trea tm en t program s, freestanding  outpatien t 
psychiatric clinics accounted fo r 168 (36 per­
cent), and general hospitals accounted fo r 61 
(13 percent).
T he num erical increase in day trea tm en t 
p ro g ram s has b een  g rea te s t in  C M H C ’s, 
w hich also sp onso r th e  la rg est p rog ram s, 
av erag in g . 178 annual adm issions p e r p ro ­
gram  versus 79 annual admissions for o ther 
settings. Because o f this growth, the CM HC 
day trea tm e n t p rogram s now account for 
m ore than half o f the annual admissions to 
day trea tm en t services.
Despite dram atic increases in the num bers 
o f  day care  p ro g ram s an d  adm issions to 
them , day trea tm en t still rem ains relatively 
unused  in the  total spectrum  of m ental health  
resources. O f th e  6.9 m illion patien t-care 
episodes in m ental health  facilities d u rin g  
1975, only 3 percent, o r 230,000 episodes, 
were in day trea tm en t services.
Growth of Private Sector in 
Providing Mental Health Services
D uring the  early developm ent o f  m ental 
health  services, public p rogram s w ere the 
p redom inan t m ode o f  service delivery. How­
ever, this dom inance has been  e ro d in g  a t a 
ra p id  pace in  recen t years. T h e  g row th  in  
psychiatric services in  genera l hospitals has 
already been noted (table D).
Similarly, private psychiatric hospitals have 
grown from  151 in 1968 to 180 in  1975 and  
have assum ed an increasing role in inpatient 
care. While national tren d  data  are not avail­
able, th e re  has probably been a significant 
increase in the num ber o f  people u n d er care 
o f  private practitioners (Redlich and  Kellert,
1978). T he num ber o f  people seen in the 
private office practice o f  psychiatrists and  
psychologists has been estim ated to be almost
1.3 million, o r 20 percent o f the total num ber 
o f people seen in 1975 in the specialty m ental 
health  sector (Regier e t al., 1978). Indeed  
w h en  th e  n u m b e rs  o f  p eop le  seen  in  all 
private settings—both  organized and  private- 
office settings—are com bined, the  resultant 
num ber represents about h a lf o f the  people 
u n d e r care in  all organized m ental health  
settings du ring  1975 (Part B, table 99).
Increasing Attention to Providing 
Mental Health Services in the 
Health Sector4
O f the total num ber o f  people affected by 
m ental disorders in 1975, about 19 million, 
or m ore than  60 percent, were estim ated to 
have h ad  con tac t w ith a g en era l m edical 
professional du ring  the year. Only about 10 
percent o f  these were estim ated to have been 
seen also in the specialty m ental health  sector 
d u rin g  th e  y ear (figu re  1) (R egier e t al., 
1978). Since approxim ately 76 percent o f  the 
U.S. noninstitutionalized population visits a
4T h is section is taken  in large p a r t from  Regier, 
D.A., G oldberg, I.D ., T aube , C.A.: T h e  de facto U.S. 
m ental health  services system—a public health  perspec­
tive. Archives o f General Psychiatry, 35(6):685-693, 1978.
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physician in one or m ore settings du ring  a 
y ea r (N C H S, 1977), th is  f in d in g  is no t 
surprising. However, it does underscore the 
im portance o f the health sector as part o f the 
treatm ent system for the mentally ill.
Special surveys (Locke and G ardner, 1969; 
Locke, Krantz, and Kram er, 1966; Shepherd 
et ah, 1966) o f genera l p ractitioners and  
internists have shown ra ther consistently that 
about 15 percent of their patients are recog­
nized as being affected by a mental disorder 
during  periods o f 1 m onth to 1 year, a figure 
reasonably consistent with the overall annual 
prevalence o f mental illness in the population 
as a whole. Lower rates were found in indus­
tria l clinic settings, and  som ew hat h igher 
rates were found in hospital ou tpatient de­
partm ents (Rosen et ah, 1970, 1972).
T he  rates of mental illness found in these 
studies w ere h igher than  those usually ro u ­
tinely  re p o rte d  w ith in  the  g en era l hea lth  
sector. For exam ple, as d e te rm in ed  by the 
N ational A m bulatory Medical C are Survey, 
in 1975, only 5 p ercen t o f visits to general 
p ractitioners, in ternists, and  pediatricians, 
com bined, resulted in a diagnosis of mental 
d iso rd e r  (R egier, G o ldberg , an d  T au b e , 
1978). It is believed that such underreporting  
results from  several factors: O rganic illnesses 
are frequendy the problem s most presented 
and constitute the major focal point within 
nonpsychiatric office practice; some nonpsy­
chiatrist physicians are unable to recognize 
certain  types o f  m ental illness; and many 
nonpsychiatrists p re fe r  to avoid a m ental 
disorder diagnosis whenever an alternative is 
available, in part p erhaps, to assure tha t 
treatm ent will be covered by health insurance 
(Regier, Goldberg, and Taube, 1978).
A study o f general medical physicians in 
England (Shepherd et ah, 1966j found that 
67 percent o f their patients with identified 
mental d isorder received some form  o f trea t­
m ent directly from  the physician. A nother 5 
percent were referred  for specialty m ental 
hea lth  care , and  28 p ercen t received  no 
mental health trea tm ent in the year. T here  is 
wide variation, however, in what is defined 
as “trea tm en t” w ithin general health  care 
settings. Some o f the U.S. general medical 
practice stud ies fo u n d  th a t psycho trop ic  
drugs were prescribed for 60-80 percent of
patients with identified mental disorders, and 
that “supportive therapy” was provided for 
up to 96 percent (Rosen et ah, 1970, 1972; 
Locke and G ardner, 1969). It is also obvious 
that some types o f treatm ents used for pa­
tients with identified m ental disorders were 
used for o ther patients as well. For example, 
a 1973 survey o f visits to office-based physi­
cians revealed that an anti-anxiety or sedative 
agent was prescribed in 12 percent o f these 
visits, although only 5 percent o f these visits 
were for mental disorder (Balter, 1974).
Even if physicians in general medical prac­
tice ne ither recognize nor trea t all o f the 
mental disorders o f their patients, it is clear 
from the National Ambulatory Medical Care 
Survey that these physicians provide a sub­
stantial share o f the total volume of mental 
health services in the United States (NCHS,
1975). O f all visits to office-based physicians 
resulting in a prim ary diagnosis of m ental 
d iso rd e r , 47 p e rc e n t w ere a t tr ib u te d  to 
nonpsychiatric physicians, and  53 percen t 
were attributed to psychiatrists. Likewise, al­
though nonpsychiatrists acknowledged use o f 
a “psychotherapy-therapeutic listening” serv­
ice in only 2 percent o f their visits, com pared 
with 73 percen t o f psychiatrists’ visits, by 
sheer weight o f num bers, nonpsychiatrists 
accounted for as many as 46 percent o f visits 
and 27 percent o f the total time devoted to 
such therapeutic listening treatm ent by of­
fice-based physicians (Regier and Goldberg, 
1976; Brown and Regier, 1977).
SELECTED CHARACTERISTICS OF 
THE CURRENT DELIVERY 
SYSTEM
Some significant trends affecting the char­
acter o f the m ental health  service system 
today, and  possibly tom orrow , have been 
previously described. The following critical 
system characteristics are o f particular con­
cern to policymakers: the geographic distri­
bution o f mental health services resources, 
the effects o f  funding  patterns on service 
setting  choices and use, the cu ltu ral d iffe r­
ences am ong system users, and  the  supply 
an d  d is trib u tio n  o f  m anpow er fo r m ental
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hea lth  services. W hile these do  no t exhaust 
the  list o f  critical issues, they rep resen t con­
cerns in the fo refron t o f  cu rren t health  policy 
planning.
Geographic Distribution
By alm ost any m easure one chooses to use, 
specialty  m en ta l h ea lth  re so u rces  a re  u n ­
evenly d istribu ted  geographically . W hether 
o ne  looks a t a n a tio n a l, reg io n a l, o r  local 
com m unity  level, resources tend  to be clus­
te red  in certain  areas, while o th e r areas are 
essentially  u n d e rse rv ed  o r u n served . T h is 
uneven distribu tion  results in lim ited o r d if­
ficu lt access to  m en ta l h ea lth  services fo r 
m any who need them .
In  g e n e ra l, m e n ta l h e a lth  re so u rc e s , 
w hether facilities o r personnel, tend  to be 
clustered  regionally  in the  N o rth east and  
locally in  u rb an  ra th e r  th a n  su b u rb an  o r 
ru ra l areas. Until quite recently, the location 
o f  service facilities and  personnel has occur­
red  with little consideration to local service 
needs and  resources. T h e  developm ent o f 
com m unity mental health  centers represents 
an effo rt at the Federal level to encourage 
m ore rational and equitable resource alloca­
tion and  distribution, a lthough these goals 
are no t easily reached.
Exam ination o f how psychiatric beds are 
distributed nationally will illustrate some o f 
the cu rren t problem s o f  resource d istribu­
tion. Adequacy o f  a com m unity’s inpatien t 
psychiatric care resources cannot be ju d g e d  
solely by its bed-to-population  ratio. How­
ever, using this and  o th e r m easures, it is 
ap paren t tha t there  are vast inequities in the 
d istribution o f  beds which rem ain unrecti­
fied.
Psychiatric beds are d istributed reasonably 
equally w hen the bed rate  per 100,000 is 
considered  by S tate (figu re  4). H ow ever, 
psychiatric beds are m ore unevenly d istribut­
ed  by State th a n  are  genera l hospital beds. 
Particular types o f  psychiatric inpatien t facil­
ities show d ifferen t degrees o f uneven bed 
distribution; beds in psychiatric units in gen­
eral hospitals are m ost evenly d istribu ted , 
and beds in State and county m ental hospitals 
are most unevenly distributed.
T h e  d istribu tion  o f  psychiatric beds by
u rban-ru ra l areas is also uneven. C om pared 
with urban  areas, ru ra l areas and suburban 
areas have a relatively low rate o f community- 
based psychiatric beds per 100,000 popula­
tion. R ural psychiatric hospital bed ratios 
com pared with u rban  area bed ratios are also 
relatively low, while psychiatric bed ratios in 
locales outside urban  areas, bu t no t ru ral, are 
very high, reflecting the historical tendency 
to locate psychiatric hospitals outside o f  pop­
ulated areas.
O ne o f the many objectives o f the com m u­
nity m ental health  cen ter p rogram  has been 
to increase the geograph ic  accessibility o f 
m ental health  care to the U.S. population. In  
1975, however, 12 years after passage o f the 
com m unity m ental health  center legislation, 
104 o f the 1,542 geographic catchm ent areas 
in th e  U n ited  S tates still h ad  no m en tal 
health  services, 647 still had no com munity- 
based inpatien t m ental health  service, and 
334 h ad  in p a tien t an d  o u tp a tie n t m ental 
health  services bu t no day care o r em ergency 
services. T he  reasons fo r this are many, but 
prim ary am ong them  are the following:
•  Funds to su ppo rt the developm ent o f 
CM HC’s in all needy catchm ent areas 
have been limited.
•  D ev elopm en t o f  an d  p la n n in g  fo r 
m ental health  services are difficult for 
some areas with scarce resources and 
may not be given highest priority by 
some com munities.
•  Some areas are so sparsely populated  
tha t it would not be cost-effective to 
p rov ide a fu ll ran g e  o f  services to 
them .
Rem edies fo r this situation  have been  p ro ­
posed, most recently by the President’s Com ­
mission on M ental H ealth  (1978), b u t these 
b arrie rs  to service developm ent may no t be 
easily overcome. -
Funding Patterns and Service 
Utilization
For many years, there  existed a two-class 
system for mental health  care in this country, 
with the  poor being trea ted  in the  public
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Figure 4. Total psychiatric beds per 100,000 population, by State: United States, January 1976
sector, particularly in the State hospital sys­
tem, and the well-to-do in the private sector. 
T he  grow th o f general hospital psychiatry 
and com m unity m ental health centers as well 
as increased insurance coverage (at least for 
general hospital inpa tien t psychiatric care) 
have lessened the differences in service sys­
tem  choices open  to persons o f  d iffe rin g  
incom e levels. N onetheless, financial con­
straints still limit treatm ent and service set­
ting  options and shape utilization patterns 
unevenly . Low -incom e ind iv iduals, usually 
u n in su red , have a b ro ad e r choice o f  public 
facilities th a n  they once had , b u t they  still 
have lim ited  access to th e  p riv a te  secto r. 
M iddle-incom e individuals, usually insured , 
have a b ro a d e r ran g e  o f  choices th a n  low- 
income individuals, bu t they are constrained 
by in su rance  coverage provisions favo ring  
inpa tien t care. T hus, the  source o f expected 
paym ent for m ental health  services (e.g., self, 
health  insurance, M edicare-M edicaid, etc.), 
which depends in p a rt on an  individual’s age 
and  income level, affects his o r h e r choice o f 
tre a tm e n t type an d  setting . A ccord ingly , 
trea tm e n t settings d iffe r appreciab ly  in the  
dem ographic characteristics o f clientele and 
in fund ing  sources.
For all admissions to selected5 non-Federal 
m ental health facilities in 1975, the d istribu­
tio n  o f  exp ec ted  p ay m en t sou rce  was as 
follows: personal paym ent, 31 percent; M ed­
icare, Medicaid, or o ther governm ent sources, 
29 percent; Blue Cross o r o ther commercial 
insurance, 21 percent; no charge, 20 percent.
Since the advent o f  M edicare and  M edi­
caid, the age o f the patient is a m ajor factor 
affecting paym ent patterns. For the g roup  65 
years o f  age and  over, M edicare was the 
expected  p rim ary  paym ent source fo r 55 
percent o f the admissions, Medicaid for 12 
percent, and o ther governm ent sources for 6 
percent. Private health insurance accounted 
for only 6 percent o f the total. For the group 
u n d er 65 years o f age, private health  insur­
ance accounted for 22 percent o f the total, 
w hereas M edicaid and  o th e r  g o v ern m en t 
sources accounted for only 27 percent.
C om m ercial in su ran ce  acco u n ted  fo r a 
h igher p roportion  o f paym ent sources for
5 See footnote 2.
inpatien t services than  for outpatient. Such 
health  insurance was the prim ary paym ent 
source for only 9 percent o f the total ou tpa­
tient admissions, while for inpatien t care it 
accounted for 38 percent, reflecting the m ore 
generous coverage o f  inpatien t m ental health  
benefits. Even within inpatien t settings, how­
ever, there are d ifferen t paym ent patterns, 
reflecting patient income, insurance coverage 
provisions, and  o ther factors. In  private m en­
tal hospitals and  in general hospital psychiat­
ric units, 67 percent and  51 percent, respec­
tively, o f the total admissions used commercial 
insurance for the principal paym ent source. 
In  State mental hospitals, only 11 percen t of 
the admissions listed com mercial insurance as 
th e  e x p e c te d  p r im a ry  p a y m e n t so u rc e , 
reflec ting  less generous in su rance coverage 
for inpatien t care in such settings. T he  in ter­
action between socioeconomic status and  the 
service setting  is illu stra ted  by exam in ing  
public versus private general hospital psychi­
a tric  un its. Since in su ran ce  p lans usually 
cover inpatien t psychiatric care in general 
hospital psychiatric units, these settings have 
a h igher percentage o f persons with com m er­
cial insurance than  public psychiatric hospi­
tals (i.e., State and  county m ental hospitals). 
However, this interacts with the income level 
o f  the clients being served. In  public general 
hospital psychiatric units, which generally  
serve a lower socioeconomic group  than  p ri­
vate general hospitals, the p roportion  o f ad ­
m issions w ith com m erc ia l in su ra n c e  was 
about ha lf tha t o f psychiatric units in private 
general hospitals (28 percent versus 60 p e r­
cent).
Cultural and Racial Differences 
Among Service Users
A m ajor goal o f  m any health  care planners 
and policymakers is to assure that all those 
who need m ental health  services have access 
to them . A particular focus o f  concern has 
been those cu ltu ra l and  ethnic subgroups 
tha t traditionally have not had  ready access 
to m any m ental health  services. U n fo rtu ­
nately , ep idem io log ica l stud ies in  m en ta l 
health are not yet sufficiently sophisticated to 
m easure differential needs for m ental health
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services am ong various ethnic subgroups in 
the population. Further, the variables in ter­
ven ing  betw een need  and  u tiliza tion  are  
many and complex. For example, there are 
m any peop le  w ith m ental d iso rd e rs  who 
avoid treatm ent for fear o f being stigmatized. 
It is therefo re  difficult to reach definitive 
conclusions about equity o f services to these 
d ifferen t groups by studying only the end 
point o f this process, the use o f services. 
However, major differences still exist am ong 
white, black, and Hispanic people in their 
use o f mental health services and in the sites 
where these services are received. T he search 
for the reasons for these differences is com­
plicated because cultural and ethnic factors 
frequently interact with socioeconomic fac­
tors.
Some basic service utilization patterns of 
black, white, and o ther races can be described 
as well as how these patterns have changed 
in the recent past. As shown in table E, in 
1975 the rate o f admissions for white people 
to selected mental health services was consid­
erably less than the rate for all o ther races 
(1,523.4 versus 2,009.8). W hen com paring
admission rates by type o f facility, apprecia­
ble differences can be seen. Admission rates 
for white people exceeded those for all o ther 
races in general hospital psychiatric units 
(245.4 versus 233.3) and in private psychiat­
ric hospitals (64.9 versus 37.9), but the rates 
for all o ther races exceeded those for white 
people in State and county mental hospitals 
(321.9 versus 161.1), in all services of com­
munity mental health centers (568.0 versus 
414.6), and in outpatient psychiatric services 
(848.8 versus 637.3). T he same general pat­
tern  existed in 1971, but some trends be­
tween 1971 and 1975 are worth noting:
•  A striking rise o f 128 percent in the 
adm ission ra te  fo r white people to 
co m m u n ity  m en ta l h ea lth  cen te rs  
com pared with a rise o f 69 percent 
for all o ther races.
•  T he  com parably im pressive rise o f 
151 percent in the admission rate for 
all o ther races to private psychiatric 
hospitals com pared with a rise o f 40 
percent for white people.
•  T h e  dec line  o f  27 p e rce n t in the
Table E. Admission rates to mental health services and percent change, according to color and type of service: United
States, 1971 and 1975
Admissions
Percent change
Type of service White All other
1971-75
1971 1975 1971 1975 White Allother
Number per 100,000 population
All services1 _ _ __ 1,112.8 1,523.4 1,638.5 2,009.8 36.9 22.7
State and county mental
hospitals— inpatient 177.7 161.1 352.2 321.9 -9 .3 -8 .6
Private psychiatric hospitals—
inpatient 46.5 64.9 15.1 37.9 39.6 151.0
General hospital psychiatric
inpatient units2 245.5 245.4 317.7 233.3 0.0 -26 .6
Community mental health
centers (all services) 182.1 414.6 336.7 568.0 127.7 68.7
Outpatient psychiatric
services3 460.9 637.3 616.8 848.8 38.3 37.6
1 Excluded are Veterans Administration services and those of residential treatment centers for emotionally disturbed 
children.
2 Data shown are for discharges. Discharges approximate the number of admissions because of short lengths of stay in 
these hospitals.
3 Includes freestanding outpatient psychiatric clinics and outpatient services affiliated with other mental health facilities.
SOURCES: National Institute of Mental Health: Utilization of mental health facilities, 1971. Mental Health Statistics. 
Series B-No. 5. DHEW Pub. No. (NIH) 74-657. National Institutes of Health. Washington. U.S. Government Printing Office, 
1973; Division of Biometry and Epidemiology, National Institute of Mental Health: Unpublished data.
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admission rate for all o ther races to 
general hospital psychiatric units com­
pared  with no change for white peo­
ple.
Manpower Supply and 
Distribution
Concern has frequently been voiced over 
the adequacy o f the m anpow er supply to 
m eet the cu rren t and fu tu re service needs of 
the mentally ill. T he issue becomes particu­
larly acute considering  the possibility tha t 
national health  in su rance , by e lim inating  
some financial b arrie rs , may increase the 
dem and for services. At present it is ex trem e­
ly d ifficu lt to  say, excep t a t a very genera l 
level, w hether there are o r are likely to be 
enough o f the right people, with the right 
skills, in the right places to respond ap p ro ­
priately to mental health service needs and 
dem ands. To do so requires inform ation not 
now available regard ing  such issues as:
•  Who needs what services where?
•  W hat types o f persons are best suited 
to provide various types and levels of 
care for particular kinds o f individuals 
and disorders?
•  How do caregivers spend their time in 
various organizational settings?
•  How do various types o f caregivers 
affect those they treat?
•  W hat kinds o f hum an resources are 
needed and for how long to provide 
adequate trea tm ent for various disor­
ders?
•  W hat incentives can effectively alter 
m anpow er d is tr ib u tio n  p a tte rn s  to 
make them  m ore equitable?
•  How are the supplies o f various types 
o f  m an p o w er an d  o th e r  reso u rces  
changing?
T he issue is particularly complex because not 
only m ust the characteristics o f the specialty 
m ental health  m anpow er system be u n d e r ­
stood  b u t also those  o f  the  g en era l h ea lth  
m anpow er system.
Almost two-thirds o f the mentally ill have 
contact with only the general health  sector 
du ring  a given year; thus it is critical that
need and  dem and  for m anpow er to trea t 
m ental disorders be analyzed in this larger 
context. However, if  exam ination is confined 
to th e  co re  d iscip lines p ro v id in g  m en tal 
health services (i.e., psychiatry, psychology, 
social w ork, and  m en ta l hea lth  n u rsing ), 
some idea o f the general supply o f personnel 
in these fields can be obtained as well as how 
these individuals are distributed nationally in 
various service settings. Such figu res, al­
though crude, do suggest that however ade­
quate o r inadequate the cu rren t supply may 
be nationally, there is considerable geograph­
ical m a ld is trib u tio n  th a t need s to  be c o r­
rected.
T h ere  has been a substantial grow th in the 
core disciplines du rin g  the past 30 years, as 
noted by Kole (1978):
“M embership o f the Am erican Psychiat­
ric A ssociation increased  from  abou t
12,000 in 1963 to about 23,000 in 1976; 
o f these, 17,000 a re  estim ated  to be 
providing patient services in various set­
tings, a ratio o f 1:13,000 to the general 
population in 1976. M em bership o f the 
American Psychological Association in ­
creased from  21,000 in 1963 to 44,500 
in 1977. O f these, approxim ately 23,000 
are considered by the Association to be 
health care providers; approxim ately 81 
percen t o f  these providers have doctor­
ate degrees and  17 percent have m aster’s 
degrees, with m any o f the la tter w orking 
tow ard  th e  d o c to ra te . T h e  supp ly  o f  
social w orkers increased  from  an  esti­
m ated  105,000 in  1960 to  195,000 in  
1974 w ith p e rh ap s  70,000 having  an 
MSW degree o r h igher; about 26,000 
full-time equivalent social w orkers were 
em ployed in m ental health facilities in 
1976, with 73 percent o f  these at the MSW 
level or above. In  1976, about 39,000 full­
tim e equivalent nurses w orked w ith in  
organized m ental health  facilities; these 
include the entire range o f tra in ing  from  
associate degree nurses to those holding 
doctorate degrees. T h e  num ber o f m en­
tal health  nurses w ith m aster’s degrees 
o r h ighe r has increased  from  less than  
20 in 1947 to  approx im ate ly  11,000 in 
1976.”
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As of January  1976, there were 478,845 
filled staff positions (excluding private prac­
titioners) in specialty mental health facilities 
in the United States. O f that total, 37 percent 
were staff not engaged in patient care. O f 
the professional staff, 26 percent were regis­
tered nurses, 13 percent were psychiatrists, 3 
percent were o ther physicians, 12 percent 
were psychologists, 18 percent were social 
workers, 6 percent were physical health p ro ­
fessionals, and 22 percent were o ther mental 
health professionals. O f the o ther staff en ­
gaged in p a tien t care , 1 1 p e rce n t w ere li­
censed practical or vocational nurses, and 89 
percent were m ental health workers. Full­
time staff worked an average o f 39.6 hours 
per week, part-tim e worked 14.8 hours, and 
tra in ee  s ta ff w orked 22.4 hours (N IM H , 
1977).
More than half o f the total full-time equiv­
alent staff of specialty mental health facilities 
worked in State and county mental hospitals. 
T hese hospitals em ployed relatively large 
num bers of staff for work other than patient 
care and mental health workers with less than 
a bachelor’s degree. Professional staff e n ­
gaged in patient care in State and county 
mental hospitals were not as predom inant, 
accounting  fo r one-th ird  o f the full-lim e 
equivalent staff positions (NIMH, 1977).
A study of the distribution of mental health 
m anpower in mental health facilities has re­
ported several aspects o f uneven m anpower 
distribution (Tweed, Konan, and Longest, 
1977). First, urban areas ra ther than rural 
areas tended  to attrac t concen tra tions of 
m anpow er and services. Such urban-rural- 
m anpowcr differences were particularly great 
regard ing  psychiatrists, social workers, and 
registered nurses. Although there were u r­
ban-rural disparities in the supply o f psychol­
ogists, the disparities were not as great. Para- 
p ro fess io n a ls  te n d e d  to be m ore  evenly 
distributed. T he  urban-rural-m anpow er dis­
parity holds even when poverty areas are 
com pared. For psychiatrists, psychologists, 
social w orkers, and reg istered  nurses, the 
highest mean num ber o f m anpow er hours 
per 100,000 catchm ent area population in a 
poverty area was found  in urban  poverty 
areas, while the lowest m anpower levels were 
in rural poverty areas.
From a regional perspective, the Northeast 
was relatively  well su p p lied  with m ental 
health manpower, while the South, particu­
larly the West South Central and East South 
C entral Regions, was poorly supplied. C er­
tain States were outstanding  either for their 
no tab ly  h igh ra tes  o f  m ental hea lth  m an­
pow er (e.g., New York, M assachusetts, V er­
m ont, and the District o f Colum bia) o r for 
notably low rates (e.g., Alabama, Alaska, and 
Mississippi).
A lthough this study was limited to m an­
power in mental health facilities, similar dis­
tribution patterns may exist for mental health 
personnel in private practice and in other 
care settings such as schools, industrial clinics, 
and the like (Morrow, 1977).
SUMMARY
A review of the key points o f this chapter 
provides an overview o f the cu rren t mental 
health service system. Some trends and issues 
of particular im portance for fu ture planning 
are as follows:
•  About 15 percent of Americans are 
estim ated to have m ental d isorders 
within any 1-year period.
•  Most receive care from  a variety o f 
resources, but prim arily from  the gen­
eral health not the specialty mental 
health service system.
•  As many as 22 percen t o f those with 
mental disorders may receive no diag­
nostic assessm ent or trea tm en t in a 
year from  either service system.
•  T he  specialty m ental health service 
system, once largely geared tow ard 
long-term  inpatient care in public fa­
cilities, is becoming increasingly ori­
ented toward short-term  and outpa­
tient care in the private sector.
•  T he length o f stay in specialty mental 
h e a lth  in p a tie n t fac ilities has d e ­
creased appreciably, as has the num ­
ber of inpatient beds.
•  T he  locus o f inp a tien t care o f the 
mentally ill is shifting from State and 
county  m ental hospita ls to several
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o th e r  settings, particu la rly  n u rs in g  
homes and psychiatric inpatient units 
o f  general hospitals.
•  T h e  diagnoses tha t b ring  people to 
m ental health  services are prim arily 
sc h iz o p h re n ia  a n d  d e p re s s io n , a l­
though  the m ajor diagnoses vary con­
siderably by setting, with a predom i­
n an ce  o f  less sev ere  d is o rd e rs  in 
outpatient settings.
•  T h e  g row th  o f  com m u n ity  m en ta l 
health  centers has provided new serv­
ice resources and  has had a profound  
effect on outpatien t care—particularly 
day care—but has not yet achieved its 
full potential in creating m ore equita­
ble geographic distribution o f services 
and personnel.
•  T h e  d istribu tion  o f  patients am ong 
various types o f m ental health  facili­
ties is related to many factors, includ­
in g  th e ir  d iagnoses, incom e levels, 
ages, cultural and racial backgrounds, 
and  the presence or absence o f  health 
insurance. T h ere  are  still m any b a r­
riers that restrict freedom  o f choice 
fo r  som e in d iv id u a ls  (p a r tic u la rly  
those with low incomes and  no insu r­
ance), and  these may resu lt in a less 
than  optim al m atch o f patients and  
services.
•  V arious racial and  cultural m inority 
g ro u p s  a re  u n ev en ly  r e p re s e n te d  
within various m ental health  service
settings. A lthough the admission rates 
o f  m inority  g roup  m em bers are in ­
creasing in several settings where they 
previously were quite low, such as in 
the psychiatric units o f  general hospi­
tals and  in private psychiatric hospi­
ta ls, la rg e  d iffe re n ces  in  adm ission  
rates still exist.
•  M ental health  personnel, like mental 
health facilities, are unevenly distrib­
uted  geographically, with ru ra l areas 
notably low in m ental health  services 
resources.
O bviously th e re  is still m uch w ork to  be 
done to assure tha t all Americans have access 
to app rop ria te , convenient, effective m ental 
health care w hen it is needed. Considerable 
work is also requ ired  to reduce the need fo r 
m ental health  services th ro u g h  prevention. 
Such  p re v e n tiv e  e f fo r ts  m u s t be firm ly  
g rounded  in laboratory-based and  epidem io­
logic studies o f  the conditions tha t contribute 
to m ental disorder, fo r exam ple, risk factors. 
T h e  m o re  th a t  is u n d e rs to o d  a b o u t th e  
origins o f  m ental illness and  how to control 
it, th e  less re lian ce  th e re  will be o n  an  
extensive—and  expensive—trea tm en t system. 
T hus fu tu re  m ental health  p lann ing  m ust 
address no t only how to make m ental health 
care m ore accessible and  equitable for those 
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CHAPTER V
Long-Term  Care: An O verview 3
Long-term  care is an inevitable phenom e- 
- non in the fu tu re  o f millions o f Americans. 
Some people will require  care for chronic 
disabilities, injuries sustained in accidents, or 
the gradual o r sudden decline in functional 
ability that may be associated with old age 
an d  ap p ro ach  o f death . O th ers  will b ear 
children afflicted by m ental retardation, con­
genital disabling diseases, or o th e r defects 
requiring  care over an extended period, per­
haps lifelong. As the num ber and  proportion 
o f  aged  an d  very  aged  in c reases  in o u r  
society, millions m ore will be affected, includ­
ing the friends and  relatives o f aged individ­
uals who become long-term  care recipients.
Despite its im portance to a large segm ent 
o f the population, long-term  care is no t well 
understood. Indeed , the discussion o f  defini­
tions in the following section o f  this chapter 
shows th a t n o t even those  w ho co n sid er 
themselves experts in long-term  care entirely 
agree upon what the term  encompasses.
SCOPE OF LONG-TERM CARE
This chapter provides a review o f some o f 
the pertinen t issues and topics tha t have been 
highlighted in the research and  w riting o f 
those  w ork ing  in th e  fie ld . As such , the  
read e r may detect a focus upon  problem s 
and issues related to the aged and institution-
a P repared  by William G. W eissert, Ph.D., Divi­
sion o f  In tra m u ra l R esearch , N ational C e n te r  fo r  
H ealth  Services Research.
alized segments o f  the long-term  care popu­
lation even though many long-term  care re ­
cipients are neither aged nor institutionalized. 
O ther segments o f the population, though no 
less im portant, have been less well researched 
in the com paratively short period o f  em piri­
cal work in this field.
T he em phasis on institutionalized care also 
reflects the fact that it has been only in recent 
tim es th a t th e  concep t o f  a long -term  care 
“continuum ” has em erged. This is the view— 
som e w ould  say “p h ilo so p h y ”— th a t care 
needs are varied and  changing and  not lim­
ited  to  those th a t can be app ro p ria te ly  
served  th ro u g h  such trad itional settings as 
n u rs in g  hom es, o u tp a tie n t d ep a rtm en ts  o f 
hospitals, and  physicians’ offices. T he philos­
ophy maintains that long-term  care patients 
sh o u ld  be p ro v id ed  w ith op tions o ffe rin g  
d ifferen t care packages in various settings.
Put ano ther way, long-term  care m eans a 
wide array  o f  services o ffered  in a variety o f 
settings to individuals with d iffering needs 
and preferences. T he  continuum  stretches, 
in one sense, from  the nursing  hom e to the 
patient’s own hom e with a large num ber o f 
alternatives in between, and  in ano ther sense 
begins with services which will prevent dete­
rioration o r dependency and ends only after 
ensuring  that death  and associated suffering 
have been m ade as bearable as possible. This 
concept o f the continuum  will be re tu rn ed  to 
later in this chapter.
This chap ter begins with a discussion o f 
the d iffe ren t m eanings o f  long-term  care, 
including perspectives on the size and  scope
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o f the long-term  care popula tion  and  the 
scope o f services included. Next, issues re ­
lated to the im portant institutional dim ension 
o f long-term  care are considered th rough  a 
historical discussion o f the evolution o f nu rs­
ing hom e care. C urren t M edicare and Medi­
caid definitions of nursing homes are p re ­
se n te d , as well as d a ta  on costs and  
expenditures for nursing homes. Next, the 
difficult problem s o f assessing and assuring 
quality o f care in long-term  care settings are 
considered, especially with respect to institu­
tional settings.
T he chapter then  turns to consideration of 
the concept o f a long-term  care continuum  
an d  su m m arizes  severa l in n o v a tiv e  a p ­
p roaches to long-term  care delivery  th a t 
m ight be included in an expanded long-term  
care continuum . T hese include adu lt care, 
home health and hom em aker services, hos­
pice care, and other care arrangem ents such 
as congregate living facilities. T he  chapter 
concludes with a summary statem ent o f the 
research and policy issues facing those con­
cerned about long-term  care.
DEFINING LONG-TERM CARE
T he problem  of defining long-term  care 
has been approached  from  a variety o f p e r­
spectives. The Commission on Chronic Ill­
ness (1957) defined long-term  care as any 
care ex ten d in g  beyond 90 days. B ut the 
American Hospital Association (1977), focus­
ing strictly on the hospitalized portion  o f 
long-term  care, defines as long-term  any 
hospitalization exceeding 30 days.
O th e r approaches have focused on the 
nature o f the long-term  care patient. O ften 
included in the population o f active or po ten­
tial long-term  care patients are all persons of 
any age su ffe rin g  re c u rre n t or persisten t 
symptoms, illnesses, disabilities, o r im pair­
ments. But many definitions stress that m ere 
presence o f such conditions may not be as 
valid an indicator o f the need for long-term  
care as the effect they have on ability to 
function. Functioning can be defined to in­
clude specific activities such as those fu n d a­
mental to daily living (e.g., eating, using the 
bathroom , dressing, etc.) or at b roader levels
such as ability to function in one’s role (e.g., 
hom em aker, worker).
Such variation in approaches to defining 
long-term  care reflects the fact that defini­
tions change as the values o f those doing the 
defining change. As one long-term  care re ­
searcher notes, societal values en ter the defi­
nition o f  long-term  care in decid ing  who 
needs it and what it is (Sherwood, 1975). 
Providers o f care with services to sell may 
have very d iffe ren t values from  cost-con­
scious budget committees. These values will 
influence the population included and may 
broaden the services subsum ed in the defini­
tion. Providers o f  health  services may be 
inclined to exclude social services. Those who 
p re fe r  to lim it th e ir  services to p erh ap s  
higher paying and “curable” younger patients 
may broaden the definition o f long-term  care 
to re d u c e  th e ir  own re sp o n sib ilitie s  fo r 
ch ro n ic  p o p u la tio n s  an d  th e  in tra c ta b le  
health problems common to them.
These differences have produced a variety 
o f definitions. All o f them  are useful in some 
situations, but none is totally acceptable for 
all purposes, and none has been universally 
adopted. For exam ple, one useful definition 
has been developed by Dr. Sylvia Sherwood 
(1975). It is very com prehensive in term s of 
care goals and is rooted in the notion that 
need for assistance in functioning is a good 
indicator o f care need, a notion regarded by 
m any as valid. Dr. Sherw ood’s defin ition  
states that:
“Som eone is a long-term  care person 
who has reached , e ith e r sudden ly  or 
gradually, a state o f collapse or deterio­
ration in hum an behavioral functioning 
which req u ire s— for survival, slow ing 
down the rate o f deterioration, mainte­
nance, or rehabilitation—the services of 
at least one o ther hum an being.”
Yet this definition contrasts substantially 
with one developed by staff m em bers o f the 
N ational C en te r fo r H ealth  Services R e­
search, National Center for H ealth Statistics 
and o ther agencies within the D epartm ent of 
H ealth, Education, and W elfare. A ccording 
to that definition:
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“Long-term  care consists o f those serv­
ices designed to provide diagnostic, p re ­
ventative, therapeutic, rehabilitative, sup­
portive, and  m ain tenance services for 
individuals o f all age groups who have 
chronic physical and/or mental im pair­
ments, in a variety o f institutional and 
noninstitutional health care settings, in­
cluding the hom e, with the goal o f p ro­
m oting optim um  levels o f physical, so­
cial, and psychological functioning.”
This definition also has am ong its virtues 
comprehensiveness and a focus upon services 
needed to maintain o r im prove functioning. 
D espite bo th  defin itions’ virtues, n e ith er is 
a d o p ted  h ere . T h e  firs t seem s to  exclude 
those who were born  with their conditions, 
while the second expressly encompasses pa­
tients suffering psychological disorders. This 
second group  (other than those suffering the 
lifelong and irreversible problem s o f mental 
retardation) is typically considered to consti­
tute a separate psychiatric o r m ental illness 
po p u la tio n  and  as such is discussed in a 
separate chapter o f this report.
I f  this variation seems to suggest differing 
interests am ong researchers o r “tu r f ’ battles 
am ong rival professional groups and com pet­
ing p rogram  bureaucracies, it should also be 
taken as an indication tha t the field is em erg­
ing and changing and a healthy debate con­
tinues over its natu re and scope. O r, as Dr. 
Sherwood noted in offering her definition: 
“T he boundaries . . . rem ain fuzzy” and fu r­
th e r research is needed.
LONG-TERM CARE POPULATION
T h e  foregoing  debate does suggest tha t 
discussions o f long-term  care should begin 
with a statem ent o f what portion o f the long­
term  care popula tion  is being considered. 
For purposes o f this chapter, the long-term  
care population includes prim arily the follow­
ing groups: •
•  Some proportion  o f the large num ber 
o f Americans who suffer some limita­
tions o f activities because o f a chronic 
condition. T h e  N ational C enter for
H ealth Statistics has estim ated that, in 
1976, approxim ately 14 percent o f all 
Americans not in institutions were so 
afflicted. Some p ro p o rtio n  o f  these 
individuals either received, needed, or 
may in the fu tu re  receive o r at least 
need long-term  care services.
•  A no ther large g ro u p  o f  A m ericans 
who w ere in institu tions o f  several 
types which provided some form  o f 
long-term  care. A lth o u g h  m any o f 
these  ind iv iduals w ere aged , som e 
were not (table A), especially the large 
proportion o f  younger patients su ffer­
ing mental retardation  (table B).
NURSING HOMES AND THE 
EVOLUTION OF LONG-TERM 
CARE
In  the past, shorter life spans m ade nurs­
ing homes and many o f  today’s o ther special­
ized places for the care o f  the long-term  ill 
unnecessary, o r at least a need which was 
largely ignored . No longer; B rody (1977) 
notes that the proportion o f elderly people 
was not very large before this century, and 
that it is only in the past 50 years tha t we 
have experienced a rapid  increase. In  1900, 
3 million people o r about 4 percent o f  the 
total population were 65 years o f age o r over. 
By 1976, 21 million people o r 11 percent o f 
all Americans were in this group, and  their 
num bers are growing: T he  num ber o f A m er­
icans 65 years o f age o r over increased m uch 
m ore rapidly than the population as a whole 
d u ring  the last national census period (21 
percent versus 13 percent). T he  g roup  75 
years o f age and over within this population 
is increasing even faster (U.S. B ureau o f the 
Census, 1974 and 1978).
As Brody says, “Sheer dem ography, then , 
was one o f the major pressures producing 
grow th o f institutional facilities.” In  1939, 
about 1,200 homes provided various levels o f 
care and included about 25,000 beds (U.S. 
B ureau o f the Census, 1942). By 1977, there 
were approxim ately 18,300 homes, and they 
housed 1,383,600 beds (NCHS, 1978a).
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T a b le  A . A g e  o f  p a tie n ts  in 3 ty p e s  o f  lo n g -te rm  ca re  fa c ilit ie s : U n ite d  S ta te s , 1976
Age of patient

























Total _____ 1,409,660 100.0 1,182,670 100.0 37,780 100.0 189,210 100.0
0-2 years _ _ ___ 6,460 0.5 5,980 0.5 _ 480 0.3
3-5 years _ ____ 5,290 0.4 2,310 0.2 520 1.4 2,460 1.3
6-12 years _ _ ___ 28,650 2.0 700 0.1 8,770 23.2 19,180 10.1
13-17 years _ _ _ 42,960 3.0 - - 9,240 24.5 33,720 17.8
18-20 years _ _ __ 23,760 1.7 2,010 0.2 3,530 9.3 18,220 9.6
21-49 years 129,280 9.2 36,300 3.1 5,640 14.9 87,340 46.2
50-64 years ______ 141,350 10.0 115,920 9.8 6,380 16.9 19,050 10.1
65-79 years _______ 374,100 26.5 368,370 31.1 1,360 3.6 4,370 2.3
80 years or over. _ 623,210 44.2 620,970 52.5 920 2.4 1,320 0.7
Unknown _ _ _ _ _ 34,600 2.5 30,100 2.5 1,420 3.8 3,080 1.6
1 Includes facilities listed in the National Center for Health Statistics 1973 Master Facility Inventory as nursing care units, 
convalescent or rest homes, and homes for the aged. Excludes facilities listed in the hospital component of the inventory.
2 Includes facilities listed in the National Center for Health Statistics 1973 Master Facility Inventory as facilities for the 
blind, the deaf, and the physically handicapped. Excludes facilities listed in the hospital component of the inventory.
3 Includes facilities listed in the National Center for Health Statistics 1973 Master Facility Inventory as facilities for the 
mentally retarded and other neurologically handicapped. Excludes facilities listed as resident treatment centers for alcoholics, 
resident treatment centers for drug abusers, and facilities for the emotionally disturbed, as well as facilities listed in the 
hospital component of the inventory (e.g., large psychiatric hospitals).
NOTE: The median and mean ages of patients were 80 years and 77 years, respectively, in nursing homes; 17.7 years 
and 28.4 years, respectively, in facilities for the physically handicapped; and 25.2 and 30.4 years, respectively, in facilities 
for the mentally handicapped.
SOURCE: Derived from prepublication tables of the U.S. Bureau of the Census: Current Population Reports. Series P­
23, No. 69, Washington. U.S. Government Printing Office, June 1978.
But o ther factors were also im portant in 
producing growth, including: passage o f the 
Social Security Act in 1935, passage of the 
Hill-Burton Act in 1946, the growth o f p ri­
vate hospital insurance in the 1950’s, and the 
passage o f M edicare and Medicaid in the 
mid- 1960’s.
Reichert (1975) describes the effect o f the 
1935 legislation. An im portant in tent of that 
depression era legislation was to take older 
people out of the job m arket and provide 
them  with cash. T o  insure tha t the poor- 
houses would not become the federally-sup­
ported  repositories o f the elderly, the law 
prohibited paym ents to residents o f public 
institutions. This m eant that those who did 
become institutionalized for chronic physical 
or m ental conditions lost Federal support. 
Many publicly-supported facilities quickly be­
came the exclusive refuge o f the abject poor.
Disruptions o f the extended family, hous­
ing shortages, and new mobility am ong wage
earners worked to increase dem and for insti­
tutions that could care for the elderly and 
other infirm individuals. Those not eligible 
for tuberculosis hospitals or chronic disease 
hospitals found that their institutional choices 
were often limited to the public facilities, 
some of which were now inhabited mostly by 
those at the bottom  o f the socioeconomic 
ladder. T o  avoid such places, those who 
could afford it purchased accommodations in 
the private homes of individuals willing to 
provide board and limited care as a source of 
income. Some of these private homes took 
the next step to become larger scale opera­
tions. Typically, they were unregulated, and 
though some—especially many church-sup­
ported homes—were clean, comfortable, and 
well run , others were o f poor quality and too 
frequently were fire traps. County welfare 
departm ents began to move into the field; 
their provision o f financial support to the 
homes gave them  leverage to set standards.
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Total _____  . 1,409,660 100.0 1,182,670 100.0 37,780 100.0 189,210 100.0
Cardiovascular _ _ 470,070 33.3 467,450 39.5 1,510 4.0 1,110 0.6
Respiratory _____  . 23,080 1.6 22,850 1.9 230 0.6 0 0.6
Nervous _ _ . 125,590 8.9 111,900 9.5 1,780 4.7 11,910 6.3
Mental illness _ . 94,270 6.7 82,180 6.9 5,350 14.2 16,740 3.6
Mental retardation___  . 190,100 13.5 41,530 3.5 5,360 14.2 143,210 75.7
Musculoskeletal 127,610 9.1 125,390 10.6 1,490 4.0 730 0.4
Digestive .  __ 15,870 1.1 15,790 1.3 50 0.1 30 0.0
Urogenital . 17,450 1.2 17,450 1.5 0 0.1 0 0.0
Neoplasms ___ — 13,080 0.9 13,020 1.1 20 0.0 40 0.0
Endocrine .,_____  . 33,590 2.4 32,240 2.7 490 1.3 860 0.5
Old age _ __  . 103,820 7.4 103,030 8.7 760 2.0 30 0.0
Other specified __ _ . 31,010 2.2 17,340 1.5 12,760 33.8 910 0.5
Injuries and accidents _ . 7,400 0.5 4,700 0.4 330 0.9 2,370 1.3
General nursing ____ _ . 2,230 0.2 520 0.0 0 0.9 1,710 0.9
None. .  ___________ 120,760 8.6 96,980 8.2 7,450 19.7 16,330 8.6
Don't know 5,690 0.4 5,520 0.5 170 0.4 0 8.6
Unknown ____________ 28,000 2.0 24,750 2.1 20 0.1 3,230 1.7
1 Facilities are defined in table A.
SOURCE: Derived from prepublication tables of the U.S. Bureau of the Census: Current Population Reports. Series P­
23, No. 69, Washington. U.S. Government Printing Office, June 1978.
In  1946, the  H ill-B urton  Act was passed 
guaranteeing that those willing to build and 
operate nursing homes could be assured o f 
financial aid from  the Federal G overnm ent.
Still there  was no solution to the problem  
o f w here the growing population o f elderly 
disabled could find care. Many such patients 
found their way to acute care hospitals and, 
once there , frequen tly  stayed longer than  
the ir acute episodes requ ired  because they 
h ad  now here  else to go. T h e  g row th  o f 
private health insurance in the 1950’s placed 
hospital beds in great dem and by an insured, 
younger, acute care popula tion . By 1964, 
some 76 percent o f the Am erican population 
was covered by private health insurance, but 
less th a n  h a lf  o f  those 65 years o f  age and  
over w ere covered  (M oroney and  K urtz, 
1975). Typically, nursing  hom e stays were 
excluded from  coverage even am ong those 
who had insurance. These and o ther pres­
sures led to passage o f the 1965 M edicare 
and Medicaid am endm ents to the Social Se­
curity Act, which, am ong o ther things, p ro ­
vided for coverage o f medical paym ents for 
th e  e ld erly  (M edicare) an d  th e  in d ig e n t 
(Medicaid) and m ade available to them  less 
costly and  lower-level care facilities: the ex­
te n d ed  care  facility o f  M edicare and  the  
skilled nursing  hom e o f Medicaid.
U nder the original M edicare regulations, 
an extended care facility (ECF) was defined 
as a facility that had at least one registered 
nurse em ployed full tim e and  offered  24- 
hour skilled nursing  care. I f  it m et these and 
certain o th e r requ irem ents, an ECF could 
qualify for participation in M edicare.
Medicaid paym ents covered care in skilled 
nursing homes tha t were requ ired  to have 
skilled nursing  care o r o ther skilled rehabili­
tation services available.
T he  1972 am endm ents to the Social Secu­
rity  Act d efined  skilled care  in the  sam e 
term s for both M edicare and  Medicaid. T he 
skilled n u rs in g  facility (SNF) rep laced  the 
ECF in the  lexicon o f  M edicare and  the  
skilled nursing hom e o f Medicaid. An SNF is 
currently  defined by both as:
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“An institution prim arily engaged in p ro­
viding skilled-nursing care and related 
services for patients who require post­
hospital medical or nursing care or re ­
habilitation services . . . C overed SNF 
services include nursing care; room and 
board; physical, occupational, and speech 
therapy; drugs and biologicals; medical 
services o f an in tern  or resident-in-train­
ing o f a hospital having a transfer agree­
m ent with the skilled nursing  facility; 
and o ther necessary health care services 
generally  p rov ided  by such facilities” 
(Office o f Research and Statistics, 1975).
T h e  1972 am endm ents also p rovided  for 
inclusion o f coverage for interm ediate care 
facilities (ICFs) under Medicaid. An ICF is 
defined as:
“. . . an institution or distinct part thereof 
which (1) is licensed un d er State law to 
provide, on a regu lar basis, health -re­
lated care and services to individuals who 
do not require the degree o f care and 
trea tm e n t which a hospital o r skilled 
nursing home is designed to provide, but 
who because o f their m ental or physical 
condition require care and services be­
yond the level o f room  and board which 
can be m ade available to them  only 
th rough  institutional facilities, (2) meets 
such standards prescribed by the Secre­
tary  as he finds a p p ro p r ia te  fo r the  
p roper provision o f such care, and (3) 
meets such standards o f safety and sani­
tation as are applicable to nursing homes 
un d er State law” (U.S. Code).
However, the two financing program s do 
continue to d iffer in the im portan t dim ension 
o f length o f coverage, as explained below.
Costs of Nursing Home Care
From 1966 to 1975, nursing home expend­
itures rose m ore than 500 percent (Gornick,
1976). W hen private and public expenditures 
are considered, 1977 outlays o f $12.6 billion 
were almost 10 times the level o f 1965 ex­
penditures (Part B, table 151). A recent study
of catastrophic health care costs concluded 
that the major proportion o f costs that should 
reasonably be included in such a concept 
were nursing home costs:
“T he institutionalized population dom i­
nated the national profile. Individuals in 
nursing homes, psychiatric hospitals, and 
chronic  and tuberculosis hospitals ac­
co u n ted  fo r alm ost h a lf the  national 
catastrophic expense. T he nursing home 
population dom inated the institutional­
ized p o p u la tio n . N u rs in g  hom es ac­
co u n ted  fo r 67 p e rc e n t o f  the  ca ta­
strophic institutionalized population and 
50 percent o f costs; 41 out o f every 100 
n u rs in g  hom e residen ts  in c u rre d  ex ­
penses exceeding $5,000” (ABT Associ­
ates, Inc., 1977).
Provisional data from  the 1977 National 
N ursing  H om e Survey co n ducted  by the 
National C enter for H ealth Statistics show 
how this phenom enon o f catastrophic nurs­
ing hom e costs occurs. T he average cost per 
resident per day was $24.04. Thus, for a full 
year, costs would exceed $8,774.
Sources of Payment for Nursing 
Home Care
Medicare provides up to 100 days o f skilled 
care per benefit period, and these must be 
preceded by at least 3 days o f hospitalization. 
M edicare nursing hom e expenditures were 
$362 million in fiscal year 1977. T he median 
length o f stay for Medicare patients was only 
24 days, shorter than the m edian stay for 
patients whose source o f paym ent was other 
than Medicare. Because o f the relatively short 
coverage period , how ever, these expend i­
tures represented only a small proportion of 
th e  b illions o f  do lla rs  sp en t on n u rs in g  
hom es—ab o u t 9 p e rce n t o f  1977 F ederal 
spending for nursing homes and only about 
2 percent o f all Medicare expenditures (Part 
B, table 154).
T he  really im portan t source o f nursing  
hom e support has been and continues to be 
Medicaid, the Federal-State cost sharing p ro ­
gram  which pays fo r h ea lth  care  o f  the
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indigent. Total Medicaid paym ents for such 
care  w ere $6 .4  b illion  in  fiscal y ear 1977. 
Such paym ents are m ade for unlim ited nurs­
ing hom e residence at any o f several levels o f 
skill and  service intensity. Care at the  SNF 
level, in k eep in g  w ith its n u rs in g  re q u ire ­
ments, is limited to patients who require  the 
services o f a registered nurse on a daily basis. 
Such care, by law, m ust be available to all 
indigents over 21 years o f age in each partic­
ip a tin g  S tate. Low er levels o f  care, such as 
the in term ediate care facility (ICF), are p ro ­
vided at State option to patients who do not 
require the services o f  a registered nurse on 
a daily basis.
A lth o u g h  o p tio n a l, every  p a r tic ip a tin g  
State pays for ICF care. In  19 States, nursing 
hom es accoun t fo r the  bulk  o f M edicaid 
expend itu res. O th er less significant sources 
o f  fu n d in g  fo r n u rs in g  hom es and  o th e r 
long-term  arrangem ents include: the V eter­
ans A dm in istra tion  which provides room , 
board, and general supervision to veterans in 
nursing homes, com munity o r State institu­
tions, and o ther facilities; and  Supplem ental 
Security Incom e (SSI) fo r the aged, blind, 
and disabled, initiated in 1972 to make up  
the difference for those who fall below a set 
s ta n d a rd  m in im u m  incom e. T h e  1976 
changes in the  Social Security  Act allowed 
paym ents to persons in publicly o pera ted  
community residences serving no m ore than  
16 persons. SSI paym ents have since become 
a m ajor source o f financing  fo r dom iciliary 
care, a custodial level o f care below ICF care.
Private sources cover over ha lf o f all long­
term  care- costs. An estim ated 88 percent o f 
private paym ents are  out-of-pocket ra th e r 
th a n  in su ra n c e -c o v e re d  (C o n g ress io n a l 
Budget Office, 1977).
In  1977, the National C enter for H ealth 
Statistics estim ated that there were approxi­
m ately 18,300 n u rs in g  hom es (inc lud ing  
nursing  care hom es, personal care homes, 
and domiciliaries) in this country with a total 
o f 1,383,600 beds, serving about 1,287,400 
residents annually (NCHS, 1978b). About 71 
percent o f these residents were female, 85 
percent were 65 years o f age and older, 58 
percent were widowed, and 92 percent were 
w hite . T h e  m ean  age was 78, th e  m ean  
length o f stay was 2.7 years, and the m edian
was 1.6 years. M ore than  half o f the residents 
(54 percent) were transferred  to the nursing 
hom e from  some type o f institution o r board­
ing house, while 41 percent moved from  a 
private residence, usually from  a relative’s 
home.
Seventy-five percent o f all nursing  homes 
including 88 percent o f all beds in nursing 
homes were certified by Medicare, by Medi­
caid, o r by both; 20 percent o f the homes 
and beds were certified as either a Medicare 
o r M edicaid skilled nursing  facility (SNF). 
T he interm ediate care facilities (ICF’s) certi­
fied by Medicaid only were 34 percent o f all 
homes housing 33 percen t o f  the  beds while 
facilities certified as SNF and  ICF were 21 
percent o f all homes with 35 percent o f the 
beds. Homes not certified for M edicare or 
Medicaid m ade up  25 percent o f  the total 
and  housed  only 12 p ercen t o f  the beds. 
Seventy-four percent o f the nursing homes 
were proprietary; 26 percent were nonprofit 
(NCHS, 1978a).
T he  average facility in 1977 had  45.1 full­
time o r equivalent (FTE) employees provid­
in g  d irec t h e a lth -re la te d  services p e r  100 
beds; 40.2 o f th e  F T E ’s w ere p a r t o f  the 
n u rs in g  staff; o f  these, 29.8 F T E ’s w ere 
nurses’ aides (NCHS, 1978a).
QUALITY DIMENSION IN LONG­
TERM CARE
Such staffing figures are im portan t indica­
tors o f  adequacy o f care in institutions in the 
opinions o f m any observers. L inn’s (1974) 
attem pt to pred ict the quality o f  patient care 
in nursing  homes showed tha t staff-patient 
ratios, p a tien t satisfaction, and  hom e size 
proved to be the prim ary determ inants. Sim­
ilarly, in a survey o f  op in ion  co n cern ing  
characteristics o f nursing homes perceived to 
be effective and efficient by o ther adm inistra­
tors and persons in State governm ent, W inn 
an d  M cC affree  (1976) fo u n d  th a t  th ese  
hom es h ad  sign ifican tly  m ore  staff, m ore  
beds, higher occupancy rates, and were certi­
fied  fo r  m ore  levels o f  care  th a n  typical 
hom es across th e  N a tio n  d escrib ed  in  th e  
N ational N u rsin g  H om e Survey. K art and  
M anard  (1976) concluded  th a t ow nersh ip ,
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size o f facility, socioeconomic status o f facil­
ity, social in tegration, and “professionalism ” 
o f staff were determ inants o f quality o f care.
Such research  and  op in ion  on quality  o f 
n u rs in g  hom e care  has no t led to b road  
policy overhau ls  in the  ad m in is tra tio n  o f 
long-term  care facilities, however.
Gottesman and Bourestom (1974) observed 
activities in 40 “elite” skilled nursing  homes 
in Detroit and found that only 2 percent of 
res iden t contact involved skilled nursing . 
Contact with staff m em bers filled only 10 
percen t o f the re s id en ts’ time. In  all, 56 
p e rcen t o f  the  re s id en ts ’ tim e was spen t 
doing very little, if anything. A lthough the 
authors observed that it was prom ising to 
find that those who got the most care from 
aides were those who were confined  to bed 
and presumably needed the most care, they 
com m ented that it was not encouraging to 
realize that “so much of resident time is spent 
doing so little.”
T heir findings appear to suggest that fac­
tors o ther than staffing may be im portant. 
T opping Gottesman and Bourestom 's list of 
o ther factors is “accountability.” By this they 
mean someone in the com munity who cares 
about the patient in the nursing home and is 
able to act on his or her behalf. Supporting 
their conclusion was their finding that five 
factors correlated with the overall quality of 
care received by individual residents (quality 
was defined as quantity o f interaction with 
staff or residents). These factors were:
•  T he resident had had a recent visitor.
•  T h e  res id en t had  personal posses­
sions.
•  Most o f the residents in the hom e 
were white.
•  T h e  hom e was e ith er n o n p ro fit or 
p roprie tary  with tw o-thirds or m ore 
private paying residents.
•  R esiden ts had  jobs they  could  do 
around the nursing home.
T h e  au tho rs  believed tha t im plicit in the 
m eaning o f being white, paying privately, 
and  hav ing  private  possessions was an in ­
creased likelihood o f having someone in the
com m unity who cared. O th e r researchers 
(Glaser and Strauss, 1968) have found that, 
in acute care hospitals, those patients who 
have relatives receive more care.
Similarly, Barney (1974) described a role 
for com munity presence in nursing homes. 
She found that anyone going in and out of a 
nursing hom e exerts a subtle influence on 
quality o f care. She called for more volun­
teers, more suppliers, more inspectors, more 
relatives and friends visiting, and more com­
munity sponsorship of nursing homes. T hree 
models she discussed are adm inistrators invit­
ing participation by relatives in nursing home 
activities, involvement o f com munity groups, 
and the Federal n u rsing  hom e om budsm an 
p ro g ram  (W eissert, 1973). B arney  also 
pointed out the failure o f ordinary regulatory 
mechanisms in dealing with a service, such as 
nursing  hom e care, which has a disabled, 
powerless people for a clientele. In seeking 
maximum efficiency and productivity, which 
are the usual organizational goals, some nurs­
ing homes may take advantage of clients who 
cannot defend  their rights. She believes a 
com munity presence is the key to im proved 
quality of life (Barney, 1974).
O thers (Bishop, Bolton, and Jones, 1976) 
suggest that patients m ight be m ore ap p ro ­
priately placed for care, and that this could 
contribute to quality care. Persons who hold 
such a view usually believe that the nursing 
home is relied on too heavily as the principal 
source of publicly supported  long-term  care.
“Perhaps the single largest factor behind 
the lack o f adequate or appropriate long­
term  care for a large num ber o f the 
chronically disabled is the general lack of 
formal alternatives to institutional care. 
Once it is determ ined that a person is 
incapable o f living at home without some 
additional support or health care, the 
question of w hether he or she will re­
main in the community depends upon 
existence of social (usually family) sup­
port, the adequacy o f financial resources, 
and the availability o f non-institutional 
social services. U nfortunately, many o f 
the elderly are poor and either have no 
spouse or relative at all or no relative 
living near enough to assist them in basic
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services. In  o ther cases, the families o f 
the elderly may be unwilling or unable 
to provide assistance. I f  there  is no social 
su p p o rt p ro v id ed  by th e  fam ily o r no 
formally provided care in the hom e, the 
alternatives are a nursing hom e, in which 
long-term  care services are heavily subsi­
dized by the governm ent, o r no care.” • 
(Chiswick, 1975)
O f course patients can be inappropriate ly  
p laced  even th o u g h  they are  in th e  rig h t 
setting. F ourteen  separate  studies in recen t 
years fo u n d  th a t as m uch as 76 p e rce n t o f 
the institutionalized population was perhaps 
be in g  served  a t an  in a p p ro p r ia te  level o f 
care . T h ese  stud ies, ad m itted ly  based  on 
small samples and em ploying varying m eth ­
ods and definitions, were cited and  sum m a­
rized  by th e  C ongressional B u d g e t O ffice 
(1977), and “conservative estimates” o f 10 to 
20 p e rce n t o f  SNF p a tien ts  an d  20 to 40 
percent o f ICF patients were inappropriately 
p laced. M any o f  those  allegedly  rece iv ing  
inappropriate levels o f care were considered 
to be a t care  levels h ig h e r th a n  n eed e d , 
including some proportion  who should have 
been released from  institutional settings. Zim­
m er (1975) found  th a t 32.8 percen t o f  self­
pa id  p a tien ts  and  13 p e rc e n t o f  M edicaid 
supported  patients in fou r health-related fa­
cilities (essentially  IC F ’s) in th e  R ochester 
a rea  o f  New Y ork su ffe red  no physical o r 
m ental disabilities and  had no care req u ire ­
ments, although the data cannot be general­
ized w hen using such a small sample size.
Indeed , problem s o f  reliability and  gener- 
alizability plague m uch o f  the research  into 
quality o f  care in n u rs in g  hom es. A lthough 
th e re  has been  a la rge  q u an tity  o f  such 
research, m uch o f it has continued to be what 
m ig h t be called the  “ p ilo t s tu d y ” variety : 
small scale, em ploying subjective definitions 
and measures, and usually not using rigorous 
m ethodologies, such as the experim entation  
or long-term  com parative approach  tha t are 
necessary  if  con fidence  is to be p laced  in 
findings. T he studies reported  here point in 
in te res tin g  d irections, bu t fu tu re  research  
m ust replicate their findings in larger settings 
and with m ore rigorous designs before policy 
decisions can be based firm ly upon  research 
findings.
EXPANDING THE LONG-TERM 
CARE CONTINUUM
O ne app ro ach  to im proving  the  quality 
and appropria teness o f  long-term  care, as 
well as filling many o f the gaps, is to expand 
the long-term  care continuum . Services could 
be designed to take advantage o f com munity, 
family, and visitor involvem ent in care and 
could mitigate the problem s o f  inappropriate  
placem ent in nursing homes by providing a 
b roader array o f  placem ent choices. T here  
will still be substantial dem and fo r long-term  
care inpa tien t facilities since m ost nursing  
homes now have a waiting list, and fo r m any 
very dependen t patients, nursing  homes are 
the appropria te  setting. B ut there is a widely 
agreed upon need to expand the continuum  
o f care to include am bulatory services that 
can com plem ent, and perhaps in some cases, 
substitute for institutional care.
T he  underly ing assum ption in the move­
m ent tow ard alternatives in long-term  care is 
that most long-term  care patients w ant to be 
self-sufficient and independent. Irrespective 
o f their infirm ities, most people p re fe r and 
attem pt to be active and  self-sufficient, even 
though they suffer disabilities and frailties o f 
old age (Shanas, 1962).
It is also assumed, and  supported  by sub­
stantial evidence, tha t the family o f  the po­
tential long-term  care recipient would p refer 
to continue providing long-term  care services 
if  fam ily m em bers w ere to  receive som e 
assistance which would make the ir continued 
efforts possible. A Massachusetts study found 
th a t, am ong  55 e lderly  p erso n s  ju d g e d  to 
need help  to avoid institu tionalization, 85 
percent were obtaining it from  families, bu t 
only 28 o f 47 were helped enough to enable 
them  to survive (Sherwood, 1975).
M addox (1975) m ade the point tha t fam i­
lies do not reject old people and forget them  
in institutions for the aged or nursing homes. 
Rather, families tend to tu rn  to these living 
arrangem ents for their aged m em bers only 
when all o th e r resources fo r care are ex­
hausted. Shanas (1962) similarly found  that 
when older people were asked to whom other 
th a n  th e ir  spouses they  w ould  tu rn  in  a 
h ea lth  crisis, 9 o u t o f  10 w ould  tu rn  to  a
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child; 7 out of 10 who had no children would 
dep en d  upon a relative. But L itm an (1971) 
reported  that am ong three-generational Min­
neso ta  fam ilies, reg ard less  o f  g en e ra tio n , 
one-half o f the families found it d ifficult to 
care  fo r a sick m em ber a t hom e fo r any 
length of time. O ne-third said they would be 
unable to provide care u n d e r  any c ircum ­
stances.
T he effects on the family o f keeping el­
derly persons at home without adequate re­
sources have not been effectively studied, nor 
has the quality o f care received by old people 
living in a family care situation been assessed. 
Yet care  o f  th e  e lderly  and  d isab led  by 
families is w idespread. Shanas and others 
(1968) in studies o f the U nited States, Great 
B rita in , D enm ark , and  Israel fo u n d  th a t 
from  2 to 3 tim es as m any p erso n s  are  
bedfast and house-bound at hom e as live in 
institutions o f all kinds. T he Congressional 
Budget Office (1977) estimates that perhaps 
3 million to 6.7 million persons received basic 
long-term care services from  their families; 
in addition another 800,000 persons, accord­
ing to their estimates, may receive no form 
o f long-term care at all. T he last figure may 
even be as high as 1.4 million (Congressional 
Budget Office, 1977).
A good indication that burden  upon the 
family is an im portan t problem  leading to 
institutionalization is that am ong applicants 
to a long-term care facility studied by Kraus 
and others (1976j, excessive burden  on the 
family w^ as given by the applicant o r their 
families as the prim ary reason for seeking 
admission for 30 percent o f those studied. 
A nother study based on a larger sample size 
produced  a low'er estim ate o f the percent 
adm itted because o f excessive burden  on the 
family (U.S. B ureau o f the Census, 1978). 
T he same study concluded that a ra ther long 
list of basic and simple services needed by­
applicants might have been effective in help­
ing them  avoid institutionalization. A m ong 
the services the authors believed m ight have 
allowed independent living were professional 
co n su ltan ts , p ro fess io n a l n u rs in g  in the  
home, hom em aking, meals on wheels, sitting 
or surveillance, visiting for social purposes, 
m ore suitable housing, part-tim e em ploym ent 
or any useful activities, a b rief check daily to
see if the patient was all right, nonprofes­
sional assistance with activities o f daily living, 
provision o f laundry and heavy cleaning serv­
ice, and transportation.
Community-based care arrangem ents that 
provide these kinds o f supportive services to 
infirm individuals and their families are an 
essential addition to the long-term care con­
tinuum . They may also offer cheaper ways to 
provide care than institutionalization. T he 
following section briefly sum m arizes some 
settings th a t are  now being  ex p erim en ted  
with or used in a few places.
Adult Day Care
O perating during  daytime hours, adult day­
care centers provide health, social, and nu tri­
tional services to infirm individuals who are 
sufficiently am bulatory to be transported be­
tween their homes and the center each day. 
T ransportation may be provided by relatives, 
staff m em bers’ cars, local subsidized buses, or 
by specially equipped vehicles able to accom­
m odate wheelchairs.
T he concept of adult day care, though not 
widely used in this country, has been used 
extensively in Europe, especially in England 
where it has functioned as an alternative to 
institutional residency for over two decades 
and is part of the national health service 
(Farndale, 1961; Brocklehurst, 1973). A m er­
ican interest has been slower to take hold, 
but today there are close to 200 day care 
centers (Weissert, 1977a).
O ne study o f 10 adult day care program s 
led to identification o f two discrete models of 
adult day care (Weissert, 1976 and 1977b). 
Model I or “Day H ospital” program s are 
typically affiliated with health care institu­
tions and draw their participants from them. 
These program s have a strong health care 
orientation and seek physical rehabilitation as 
a treatm ent goal. Participants in this g roup’s 
program s typically have suffered a stroke or 
a serious fall resulting in fractures. They are 
dependent upon staff members, equipm ent, 
or both for help in perform ing one or more 
activities o f daily living. They previously have 
been institutionalized, often in an affiliated 
inpatient long-term  care facility for a period
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o f  tim e b u t have becom e su ffic ien tly  r e ­
covered to be released from  inpatient status 
provided tha t followup rehabilitative trea t­
m ents such as physical, occupational, and  
speech and hearing therapy are available on 
an am bulatory basis. T he day care program  
provides such services to these infirm  partici­
pants in addition to a noon meal, an activity 
program , social work services, social interac­
tion with staff and o ther participants, and 
depending upon the program , periodic m ed­
ical evaluation.
Model II or “M ultipurpose” program  p a r­
ticipants, in contrast, show few or no d epend ­
encies and few diagnosed medical problems. 
They are served in program s that usually do 
not provide rehabilitative care, focusing in­
stead on these less infirm  participants’ needs 
for social interaction and  activities. Most par­
ticipants come from  the com m unity ra th e r 
than from  hospitals, reflecting the fact that 
'most Model II program s are affiliated with 
co m m u n ity  serv ice agenc ies r a th e r  th a n
health  care institutions. T able C contrasts 
charac teristics  o f  p a rtic ip an ts  in th e  two 
models.
A com prehensive p ro g ram  such as day 
care could fulfill any one o f a num ber o f 
roles, o r all o f them , in the long-term  care 
continuum . In  its most health care oriented 
form  (Model I), it provides rehabilitative care 
to a selected g roup  o f individuals who show 
potential for im provem ent u n d e r a rehabili­
tative regim en. In  its less health  care and 
m ore socially oriented form  (Model II), some 
program s may offer only superficial health  
observation o r custodial supervision and  em ­
phasize social in te rac tio n , n u tr i tio n , and  
tran sp o rta tio n . O thers may serve disabled 
populations tha t show little potential for re ­
habilitation bu t requ ire  health  supervision, 
custodial supervision, nursing  services, assist­
ance in the activities o f daily living, recrea­
tional therapy, social interaction, nutrition , 
and transportation.
A com prehensive experim ental study o f
Table C. Population comparisons of 2 models of adult day care, according to selected patient characteristics:
United States, 1976
Patient characteristic Model I1 Model II2
Social characteristic
Mean aoe .... 68.1 83.7
Percent over 80 years of aqe . . .  . 17 27
Percent who are male________ 30 38
Medical condition
Percent with fractures 23 13
Percent who have suffered stroke 35 20
Percent with neuroloqical disorders 25 • 28
Percent with mental disorders 20 29
Average number of medical conditions per patient 3.9 2.9
Impairment of function or activity
Percent with some bowel problems 13 8
Percent with some bladder problems 22 15
Percent with some hearinq impairment 27 19
Percent with some speech impairment 30 14
Percent who require human help walkinq 53 10
Percent who require human help toiletinq 47 7
Percent who require human help eatinq 5 5
Percent who behave inappropriately 13 35
Percent who are leaallv or medically blind 7 2
1 Day hospital programs.
2 Multipurpose programs.
SOURCE: Weissert, W. G.: Costs of adult day care, a comparison to nursing homes. Inquiry 15(1):10-19. Mar. 1978.
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adult day care conducted by the N ational 
Center for Health Services Research is near­
ing  com pletion . T h e  study  will assess the  
effect on patient outcom es o f m aking day 
care available to Medicare patients and study 
costs o f such care, com paring them  to costs 
o f care in existing settings.
In the interim , a cost analysis com paring 
day care participation with full-time nursing 
hom e residency was com pleted using data 
drawn from  the study discussed above (Weis- 
sert, 1978). T hat analysis showed that day 
care could save between 37 and 60 percent 
of the cost o f nursing hom e care depending 
upon  frequency  o f  a ttendance , w hen the 
comparison is limited only to the costs o f day 
care versus nursing  hom e care. W hen the 
analysis is expanded to include the costs of 
items such as food and rent incurred at home 
by the day care patient, savings d rop  but are 
still substantial (i.e., 12 to 35 percent o f the 
cost o f nursing home care).
Additional research is needed to answer 
the following two im portant questions:
•  Is adult day care at least as efficacious 
as nursing home care and other alter­
natives in improving, maintaining, or 
slowing the rate o f deterioration  o f 
health  and  functional status o f p a­
tients who use it as an alternative?
•  Is adult day care likely to be used as 
an additional service by some benefi­
ciaries to such an extent that it actually 
raises overall expenditures for long­
term  care despite its cost-reducing ef­
fects on a case-specific basis?
Obviously, such added cost could be ju sti­
fiable in term s o f im proved access to care by 
those who req u ire  it, bu t the decision to 
expand benefits should be made consciously 
and with benefit o f projected additional ex­
penses.
Home Health Services
Home health care has traditionally been 
regarded as an alternative to hospitalization 
or long hospital stays. It allows the final 
portion o f the convalescence to take place at
home, thus possibly reducing the total cost of 
care. More recently, home care services have 
been viewed as a means o f preventing hospi­
talization altogether, or simply as a means of 
providing care in a convenient and appropri­
ate setting—the home. Such care has been in 
existence for many years in its original form 
o f “at-hom e nursing,” but in recent years, the 
growing trend  has been toward a more so­
phisticated and com prehensive approach to 
m eeting the total medical, social, and rehabi­
litative needs o f the patient (Steinberg, 1968).
This trend  is probably in part the result of 
M edicare and Medicaid financing req u ire­
ments that specify that those who provide 
home care must be able to provide more than 
simple nursing care. T hat is, hom e health 
care m ust be provided th rough  a licensed 
hom e hea lth  agency th a t p rovides hom e 
health care and at least one other therapeutic 
service if  it is to be eligible for M edicare 
reim bursem ent. This stipulation has, in ef­
fect, excluded from  Medicare participation 
those small, mostly rural agencies which p ro­
vide more limited services as well as agencies 
located in States w ithout licensing requ ire­
ments (Congressional Budget Office, 1977).
But the requirem ent reflects accurately the 
definition o f hom e health services used in 
the Social Security Act which established 
hom e health  coverage u n d e r M edicare. It 
also reflects a desire to avoid fu rther frag­
m entation o f the health care delivery system, 
am ong o ther goals. C u rren t policy discus­
sions suggest that changes in licensure re ­
quirem ents may be forthcom ing, however.
C u rren t policy has been sum m arized as 
follows (U.S. G eneral A ccounting  O ffice,
1977):
•  Part-time or in term ittent nursing care 
provided by or under the supervision 
o f a registered professional nurse.
•  Physical, occupational, or speech ther­
apy- . .
•  Medical social services, un d er the di­
rection o f a physician, necessary to 
assist the patient and family in adjust­
ing the social and em otional condi­
tions related  to the patien t’s health 
problem.
•  Part-tim e or in term itten t services o f
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the hom e health aide, including help­
ing the patient with bathing and care 
o f the m outh, skin, and hair, to the 
bathroom , in and out o f bed, to take 
self-adm inistered m edication o rdered  
by a physician, and to exercise.
•  Medical services o f an in tern  o r resi­
dent-in-train ing un d er special circum ­
stances.
T he services are provided in the hom e in 
most cases, although under certain circum ­
stances, they can be obtained on an ou tpa­
tient basis at a hospital or similar facility.
Care is reim bursed by M edicare only if  a 
physician certifies tha t the  p a tien t needs 
n u rs in g  care, physical the rapy , o r speech 
therapy as a means o f recovery or to avoid 
an adverse change in condition. Hom e health 
services are not covered when the patient’s 
condition becomes stable, and  although the 
regulations specify that the patient must be 
severely limited in function and confined to 
his or her hom e, care is only authorized on a 
part-tim e or in term itten t basis.
T he  distinction within M edicare coverage 
between Part A (which covers prim arily insti­
tutional services) and Part B (which covers 
am bulatory services) applies to hom e health 
services despite the ap paren t contradiction. 
P art A provides coverage o f  hom e health  
visits when they are preceded by a hospital 
inpatient stay o f at least 3 days. Coverage is 
limited to 100 visits du ring  the year following 
the beginning o f a spell o f illness. Part B 
coverage does not require p rio r hospitaliza­
tion. Visits are lim ited to 100 p e r calendar 
year. -
T h e  restrictive n a tu re  o f  these req u ire ­
ments has been a m ajor cause o f a generally 
recognized underutilization o f hom e health 
care. Not only are the regulations and defi­
nitions restrictive, bu t their complexity also 
* makes them  subject to a variety o f in te rp re ­
tations. Consequently, paym ent is sometimes 
denied to those who have supplied services. 
A lthough often cited as an im portan t factor 
in long-term  care financing, M edicare is, in 
fact, m ore geared to m eeting the short-term  
needs o f the acutely ill, ra th e r than  those 
with chronic illnesses o r lasting disabilities 
(Kahana and Coe, 1975; T rager, 1972; and
Congressional B udget Office, 1977). M edi­
care expenditures for hom e health care are 
projected to be less than ha lf a billion dollars 
for fiscal year 1977 (H ealth Care Financing 
A dm inistration, to be published).
Medicaid, the largest suppo rter o f nursing 
homes, accounts for a relatively small am ount 
o f expenditures for hom e health  care, only 
about $82 million in fiscal year 1977 (Health 
Care Financing A dm inistration, to be pub­
lished). States d iffer widely in services cov­
ered. In the interest o f cost control, many 
States have adopted the M edicare regulations 
or established reim bursem ent rates signifi­
cantly lower than M edicare rates. T h a t M ed­
icare and Medicaid hom e health services are 
underutilized is attested to by the fact that 
less than 1 percent o f all expenditures for 
those  p ro g ram s a re  e x p e n d e d  fo r hom e 
health (DHEW, 1977).
Homemaker Services
T he concept o f  hom em aker services was 
originally developed by welfare agencies in 
the early 1900’s (DHEW, 1977). H om em ak­
ers were used prim arily for child care. A fter 
1958, th e re  was a ra p id  in c rease  in the  
n u m b e r  o f  agencies o ffe r in g  h o m e m ak er 
services fo r adults and  families with children. 
With the passage o f  M edicare and Medicaid 
legislation in 1965, m any w elfare agencies 
ex tended  their scope o f  services to include 
personal care as well as hom em aker services 
to qualify fo r participation, a lthough such 
care is not reim bursed u n d er M edicare and 
Medicaid. T he  emphasis has since shifted to 
the adult population.
A m endm ents to the Social Security Act in 
1975 th a t ad d ed  T itle  XX w ere a n o th e r  
milestone. This title provides grants-in-aid to 
States to pay for social services provided to 
the poor. Many States use th e ir  funds to 
reim burse agencies tha t provide hom em aker 
services to low income people.
T he  services provided by a hom em aker- 
hom e health aide range from  housekeeping, 
shopping, p reparation  and p lanning  o f n u tri­
tious m eals, an d  perso n a l assistance with 
dressing and  bathing to m inor assistance with 
prescribed exercises, special mechanical aids,
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and taking o f medications. T he  hom em aker- 
hom e health  aide also can be a source of 
em otional support to the client. Aides can 
help patients adjust to their illnesses or disa­
bilities and discover ways to adapt and help 
themselves in everyday activities. T he duties 
o f the  h om em aker-hom e health  aide are 
designated by a supervisor, usually a regis­
te re d  n u rse  o r a social w orker w ith the 
cooperation o f the patient’s physician. Medi­
care  coverag e  o f  th e  h o m e m ak e r-h o m e  
health aide is limited to so-called health-re­
lated activities, while T itle XX pays for social 
services. Some providers argue that the dis­
tinction is meaningless.
Cost-Effectiveness of Home Care
Research evidence on the cost-effectiveness 
o f home based care is mixed. In a recent 
issue paper on the subject, the Congressional 
Budget Office concluded that:
“Few studies are available to support the 
proposition that home care is less costly 
than nursing  hom e care . . . the most 
widely cited home care studies concern­
ing cost savings are of short-term  acutely 
ill patients” (Congressional Budget O f­
fice, 1977).
In  a recen t study, how ever, the H ealth 
Care Financing Adm inistration (to be pub­
lished) has estim ated that a year o f hom e 
services (based on the 1975 average o f $428 
p e r  year fo r those 65 years o f  age) costs 
approxim ately ha lf the m onthly bill for a 
nursing hom e (using a 1975 nursing home 
cost average of $800 per month).
Hospice
T he medieval concept o f a way station for 
sick or weary travelers, the hospice, has taken 
on a related but different role today in the 
health care spectrum . In its m odern form, 
the hospice concept m eans a special care 
setting or arrangem ent for care o f the dying. 
T hough hospices d iffer somewhat from pro­
gram  to program , most share a common set 
o f characteristics which make them  unique in
the health care system (Hackley, 1977; Plant, 
1977; Paige and Looney, 1977; Kolbe, 1977; 
Liegner, 1977):
•  T he goal o f the hospice is to improve 
quality rather than quantity of life for 
the dying patient.
•  T he care emphasis is upon pain alle­
viation and control, continuity o f care, 
and maintenance o f patients’ normal 
life styles for as long as possible.
•  Home care is substituted for institu­
tional care whenever possible, often 
up to and including death at home. 
W hen inpatient care is necessary, the 
prim ary objective is to avoid any sense 
o f  in s titu tio n a liza tio n . Family and  
friends are  welcome at alm ost any 
h o u r. Food may be b ro u g h t from  
home, pets are brought in for visits, 
street clothes are worn by the patient, 
alcohol use, sham poos, and outings 
are perm itted without special medical 
approval.
•  Family members as well as the dying 
ind iv idual are  considered  the “ p a­
tient.”
•  Life su p p o rt system s a re  no t em ­
ployed.
T h e  p ro to ty p e  hospice p ro g ram  is St. 
C hristopher’s Hospice at Sydenham on the 
outskirts o f London. T he program  was devel­
oped by Dr. Cicely Saunders, whose visits 
and lectures have led to developm ent of such 
program s in o ther locations, including several 
in the United States. Plant (1977) described 
and contrasted several program s, each using 
slightly d ifferen t approaches. The original St. 
Christopher program  is freestanding, com­
prised  o f  several w ards w ith few private 
rooms. T he patient’s bed is considered his or 
her personal possession from  the tim e o f 
arrival until death. It is low enough to the 
floor to perm it easy transfer in and out if this 
is an option for the patient. If  not, the bed is 
wheeled as freely as a wheelchair to perm it 
m axim um  patien t mobility and  change of 
scene. To enhance privacy and  a sense o f 
personal space, each bed is su rrounded  by a 
colorful curtain and appointed with personal 
belongings, com fortable chairs, flowers, and
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paintings. Visiting hours are 8 a.m. to 8 p.m. 
and include visits by children o f  any age, 
birthday celebrations, and frequent interac­
tions by the interdisciplinary hospice team  
(L iegner, 1977). “ P o ly p h arm acy ,” a te rm  
coined by Dr. Saunders, is em ployed to con­
trol pain and includes use o f heroin adm inis­
te re d  orally  a t re g u la r  4 -h o u r in te rv a ls . 
Scheduled adm inistration o f  such drugs is 
said to manage pain m ore effectively by not 
perm itting  it to develop fully while at the 
same time avoiding the psychological aspects 
o f addiction (Liegner, 1977; Plant, 1977). 
Physical dependency does result but is not 
considered a practical problem  for the term i­
nally ill patient.
O ther autonom ous hospice units similar to 
St. C hristopher’s are operating at New H a­
ven, Conn., and Tucson, Ariz. At St. Luke’s 
.H ospital C enter in New York, a hospice unit 
is integrated into the hospital’s regular inpa­
tient program . Patients are selected (25 at 
any given time) for visits and support by a 
special hospice team  consisting o f one full­
tim e nurse, two part-tim e clinical nurse spe­
cialists, four quarter-tim e physicians, a social 
w orker, and  a chaplain. T he  patient rem ains 
on his o r her medical o r surgical w ard or 
o ther unit bu t is visited daily by the hospice 
team  which offers suggestions about symp­
tom  con tro l, gives su p p o rt, p rep a re s  d is­
charge plans, a rranges fo r hom e care, o r 
simply visits and listens to the patient talk.
As in te re s t in th e  hosp ice  co n cep t has 
grown ini recent years, the National Cancer 
Institute in the National Institutes o f H ealth, 
within the D epartm ent o f H ealth, Education, 
and Welfare has begun fund ing  research and 
dem onstration projects. O ne dem onstration 
was funded  at the New Haven hospice m en­
tioned earlier and resulted in a lengthy re ­
port soon to be abstracted for public distri­
bution. T h ree  m ore dem onstration projects, 
to be evaluated using a collaborative evalua­
tion design, w ere funded  in 1978 for 3-year 
dem onstrations including 15 m onths o f data 
collection. T h e  th ree  are  at R iverside, N .J., 
o p e ra tin g  u n d e r  th e  auspices o f  R iverside 
H ospital; B oonton, th e  New H aven pro ject 
already m entioned; and  Los Angeles, u n d e r 
th e  a u sp ice s  o f  th e  K a is e r -P e rm a n e n te  
H ealth Plan.
Other Long-Term Care 
Alternatives
O ther services have been devised to enable 
the disabled and elderly to rem ain in their 
own homes o r a t least in settings less restric­
tive than  nursing  hom es. A m ong at-hom e 
services is the meals-on-wheels program , u n ­
der which a nutritious meal is delivered to a 
person’s hom e once each day. Friendly visit­
ing is ano ther service tha t uses volunteers to 
visit the hom ebound on  a regu la r basis to 
insure social contact and  to make available 
re levan t com m unity  services and  resource 
inform ation. A telephone reassurance p ro ­
gram  ru n  by volunteers provides the home- 
bound with at least one contact per day and  
usually incorporates an  em ergency plan in 
the event tha t a call is no t answered.
U nder T itle VII o f the O lder Am ericans’ 
Act, a federally sponsored nutrition  program  
is available to  th e  e lderly  ou ts ide  o f  th e  
hom e. This p rogram  provides a ho t meal 
once a day, usually at a public facility. Social 
contact is encouraged, and  recreational activ­
ities are  sometimes provided. T he States al­
locate the com bined Federal and State funds 
to local sponsors, who in tu rn  em ploy the 
personnel needed and choose the site loca­
tion. Participation in this program  is largely 
dependen t on the availability o f  transporta­
tion to and  from  the meal sites.
C ongregate living has been viewed as a 
means o f forestalling o r entirely preventing 
n u rs in g  hom e institutionalization. C ongre­
gate living facilities range from  foster homes 
w ith one o r  two elderly  persons to large 
re tire m e n t villages. O f  th e  ho te ls, a p a r t­
ments, and retirem ent complexes, some p ro­
vide m erely shelter, while others offer meals, 
housekeeping services, medical supervision, 
and social activities. T hose  p rov id ing  few 
services seem to attract the m ore indep en d ­
ent elderly, while the m ore supervised dwell­
ings attract those tha t are m ore dependen t 
(Lawton, 1970). In  these situations, the el­
derly can m aintain a sem i-independent p ri­
vate apartm en t o r house and  still be a part o f 
a com m unal setting . O ne exam ple  is th e  
H ighland Heights A partm ents in Fall River, 
Mass. This low-income, barrier-free, public
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housing facility for the physically im paired 
and the elderly is an extension of a com m u­
nity chronic disease hospital. Congregate d in ­
ing, outpatient medical care, and o ther ancil­
lary  services are  p ro v id e d . C om m unity  
agencies offer hom em aker and visiting nurse 
services (Sherwood et al., 1973).
C h u rch -sp o n so red  g ro u p  hom es, which 
provide a large array o f services and often 
are intended to provide life-long support in 
exchange for an initial lum p-sum -paym ent or 
continuous monthly payments, are a related 
modality on which little research has been 
conducted.
Boarding homes that cater specifically to 
the elderly have long been used especially in 
urban areas. T here has been relatively little 
research to date on boarding homes. One 
study is available which surveyed those in the 
Pittsburgh area of Allegheny County (Rob­
erts , 1974;. T h e  sam ple consisted  of SI 
homes, of which about half were found to be 
unsatisfactory. It was found that serious d e­
ficiencies ex isted  in these hom es, such as 
overcrow ding, lack of personal care, insuffi­
cient dietary provisions, and structural viola­
tions. Lack o f any medical care or supervision 
was also a m ajor p rob lem . Som e w elfare 
recipients could afford only room and board 
with no allowances for medications. For o th ­
ers, p rescribed  m edications w ere adm in is­
te red  in a h ap h azard  fashion. T h e  study ’s 
au thor recom m ended that: All homes should 
be licensed; they should be periodically vis­
ited by a physician or medical team to de ter­
mine the needs of the boarders; some homes 
should be renovated  to m eet quality s tand ­
ards; and there should be a standard-setting 
requirem ent including occupancy limits, des­
ignated areas for recreation and social activi­
ties, and a provision for the nutritional needs 
of the residents.
Additional research is needed in this area 
as well as most o ther aspects of long-term 
care alternatives.
SUMMARY
Ideally, a long-term  care system would 
provide the most cost-effective care of the 
right level, at the right time, in the right 
setting, and at the maximum quality achieva­
ble within the state of the art. The system 
would be continuous, com prehensive, appro ­
priate, and accessible. Since patients’ p refer­
ences as well as their needs vary, long-term 
care should provide them  options am ong 
which to choose. If the system were operating 
within the constraints im posed by relative 
scarcity of public funds and marginal utility, 
social choices about scope of public responsi­
bility would be manifested in conscious trade­
offs between add itional units o f  long-term  
care and  add itio n a l units o f  o th e r social 
goods and services. T hese choices would 
result in financing the long-term care system 
to p ro c id e  som e o r all o f the follow ing 
servic es:
•  Preventive care and assessment.
•  R esto ra tion  o f physical and  social 
functioning to maximum achievable 
limits or maximum reduction in the 
rate of deterioration o f physical and 
social function.
•  Provision of supportive  services to 
those whose physical or psychiatric 
disabilities make them  dependent.
•  Maintenance at the maximum state of 
well-being or the maximum achievable 
quality of life for all.
T he fragm ented, narrow, resource-limited, 
and in many instances nonrational amalgam 
of services we now have in lieu o f a long­
term care continuum  does not achieve these 
desiderata. Existing program s serve only a 
small p ro p o rtio n  o f those who w ould be 
served in an ideal system. They offer few or 
no choices and instead encourage placement 
at inappropriate levels o f care. They prom ote 
dependency  instead of encouraging m axi­
mum physical and psychological independ­
ence; they are neither com prehensive nor 
continuous and are o f uneven quality. As 
Sherw ood (1975) and  o thers  have noted , 
these program s em phasize physical suppo r­
tive services while dem onstrating little or no 
in terest in im prov ing  quality o f life and  
maximizing well-being.
Alternatives in long-term  care could do 
much to im prove the situation. New goals 
could be set and achieved, including im prov­
ing the quality of life o f large proportions of
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the elderly population. G reater choice am ong 
care options could be provided. B ut such 
goals would be expensive. T he Congressional 
B udget Office (1977) has estim ated, for ex­
am ple, that im proving long-term  care serv­
ices could cost between $0.9 to $1.6 billion in 
1980 if no new recipients were b rought into 
a slightly im proved continuum , or $11 to $14 
billion in the same year if coverage w ere 
made universal, w ithout any means test, and 
services were substantially expanded.
Obviously the  trad e -o ffs  a re  im p o rtan t. 
A dditional research  into ways to im prove 
existing services, defining the new ones to be
d ev e lo p ed , an d  d e c id in g  w ho sh o u ld  be 
served in w hat settings a re  essential. B etter 
estimates are needed  o f the  size o f the long­
term  care population, their preferences for 
d ifferen t kinds o f  care, and  estimates o f  the 
effectiveness and  costs o f  various types o f  
care fo r various types o f  patien ts . T hese  
w ould p ro d u ce  estim ates o f  d em an d  and  
costs u n d er d iffering  objectives for long-term  
care policy. Such estimates are badly needed 
considering the profoundly  d ifferen t conse­
quences fo r  cost, scope o f  coverage, and  
quality o f patients’ lives im plied by differing 
long-term  care policy options.
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CHAPTER VI
The Quality of Medical Care:
Methods for Assessing and Monitoring the 
Quality of Care for Research and for 
Quality Assurance Programs3
We have gran ted  the health  professions 
access to the most secret and  sensitive places 
in ourselves and  en tru sted  to them  m atters 
tha t touch on our wellbeing, happiness, and 
survival. In  re tu rn , we have expected  the 
professions to govern themselves so strictly 
tha t we need have no fear o f  exploitation or 
incompetence.
T he object o f quality assessment is to deter­
mine how successful they have been in doing 
so; and  the purpose o f quality m onitoring is 
to exercise constant surveillance so tha t de­
partu re  from  standards can be detected early 
an d  co rrec ted . B u t f irs t it is necessary  to 
specify what it is tha t is being assessed and 
m onitored.
DEFINITION OF THE QUALITY OF 
CARE
T he definition o f the quality o f care in­
p r e p a r e d  by Avedis D onabedian, M.D., School 
o f  Public H ealth, University o f  Michigan.
N O TE: This chapter is based in p a rt on  w ork 
supported  by the N ational C enter for H ealth  Services 
Research u n d er g rants 1-R 01-H S -02081-01 , 5 -R 01- 
H S-02081-02 , an d  3-R 01-H S -02081-02S 1. T h e  views 
expressed are those o f  the au th o r alone an d  do not in 
any way rep resen t those o f  his sponsors.
volves specification o f  th ree things: (1) the 
phenom enon that is the object o f  interest, (2) 
the attributes o f the phenom enon on which a 
ju dgm en t is to be m ade, and  (3) the criteria 
and standards for rating  each attribute on a 
scale that ranges from  the best possible to the 
w orst. Since th e re  is considerable  lack o f 
clarity concerning each o f  these th ree  ele­
m ents, the subject o f  quality assessm ent is 
su rrounded  by disagreem ent and  confusion.
With regard  to the phenom enon tha t is the 
object o f interest, there  are two schools o f 
thought. T he first limits itself to the perfo rm ­
ance o f  a health  practitioner o r a functionally 
related group o f practitioners as they care 
for people who have become the ir patients. 
T he second takes a b roader view, insisting 
that a larger program  or even system tha t 
purveys medical care is the object o f concern. 
According to the  second view, judgm ents o f 
the quality o f  care should include an assess­
m ent no t only o f w hat happens to those who 
receive care, bu t also o f  how many people 
are unable to receive it, and o f w hether the 
distribution o f  care am ong those who need it 
is such tha t both individuals and total popu­
la tions receive th e  k ind  o f  care  th a t  is ex ­
pected to yield the optim um  benefit. In  o ther 
w ords, access and  o th e r aspects o f  resource
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allocation as well as external effects become 
attribu tes tha t are central to quality assess­
ment. It should be noted, however, that these 
same a ttribu tes are not totally absent from  
the narrow er perspective, since the factors 
th a t in fluence access to care also influence 
the  ability o f  a p erson  to co n tin u e  as a 
cooperative patient, and the issue o f resource 
allocation is germ ane to the m anner in which 
p ra c tit io n e rs  a p p o r tio n  th e ir  own tim e 
am ong the many patients who dem and atten­
tion. For the most part, this discussion shall 
be restric ted  to the  p erfo rm an ce  o f physi­
cians as they m anage th e ir  ind iv idual p a ­
tients.
With regard to the attributes o f the phe­
nom enon on which a judgm en t is to be made, 
one can distinguish two domains. O ne is that 
o f technical perform ance. Here, the heart of 
the  m a tte r is the  app lica tio n  of m edical 
knowledge and technology in a m anner that 
maximizes its benefits and minimizes its risks, 
taking into account the preferences o f each 
patien t. T h e  o th e r dom ain  is the  m anage­
m ent o f  the personal re la tionsh ip  with the 
patient in a m anner that conforms to ethical 
requirem ents, social conventions, and the le­
gitimate expectations and needs of the pa­
tient.
This division into two domains should not 
be taken to correspond to a distinction be­
tween the “science” and “art” o f medicine. 
T he balancing o f the risks and benefits of 
medical procedures in each particular case is 
itself both a science and an art, depending 
on how m uch the  m ental operations that 
determ ine it are explicit and understood . 
T he m anagem ent of the interpersonal rela­
tionship is largely an “a rt” mainly because it 
has not received the systematic study that it 
deserves.
In any event, both the application o f the 
science and  technology of medicine and the 
m anagem ent of the in terpersonal relation­
ship are critical to the quality o f care, espe­
cially when seen from the viewpoint of the 
patient. U nfortunately, studies o f the quality 
o f care have em phasized the  fo rm er and  
tended to neglect the latter, so that a great 
deal o f the following description will be one­
sided.
A nother attribute, that o f cost, is so im por­
tant to social policy that it deserves separate
-mention. Traditionally, the cost o f care has 
been excluded in arriving at abstract specifi­
cations of the quality of care, as if cost was 
no object and every patient was entitled to 
everything that medicine could offer. While 
this position has a strong ethical foundation, 
it ignores some im portant realities. Everyone 
agrees that patients should be spared any 
procedures that are of no benefit o r present 
g reater risks than benefits. Such procedures 
are costly and indicate poor judgm ent on the 
part of the physician.
A ssum ing tha t only those procedures are 
prescribed for which a net benefit is expected 
as indicated by the best available knowledge, 
it is also reasonable to assum e tha t when 
money is scarce only those procedures will be 
used for which the net benefit, relative to 
cost, is very large. However, as money be­
comes m ore plentiful, care becomes more 
elaborate, and procedures are added w'hich 
have a small net benefit relative to cost. If 
the patient was paying the bill and the situa­
tion was clearly explained to him o r her, 
there  is a point at which he or she would call 
a halt, having decided that the small addi­
tional benefit was not worth the ex tra cost. 
In  fact, u n d e r  the  d e fin itio n  o f  quality  
ad o p ted  in this ch ap te r, it w ould be the 
obligation of the physician to keep the patient 
and the family inform ed of the balance of 
risks and benefits and o f the m onetary cost 
of the expected net benefit, so that a jo in t 
decision could be made about what to do and 
when to stop. T he decision is expected to be 
d ifferen t from case to case. In more general 
terms, this concept leads to the conclusion 
that there is a monetary cost attached to each 
increm ent in “quality” and  tha t patients in 
consultation with th e ir  physicians are ex­
pected to decide when the additional “qual­
ity” is not worth the additional m onetary cost 
and is unwanted. This am ounts to saying that 
it can no longer be called “quality.”
All this assumes that each patient pays all 
the costs and receives the entire benefit from 
care. In our complex world this assumption 
does not hold. H ealth insurance and govern­
m en t p ro g ra m s  sp re a d  th e  cost o f  care  
am ong many; the benefits o f care may extend 
to persons additional to the one who receives 
it; and society may place greater emphasis on
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the health o f some segments, such as chil-. 
d ren , than  others. This means tha t the social 
decision about when additional quality is not 
w orth the additional cost may d iffer from  the 
individual’s decision. I t follows tha t the phy­
sician may be to rn  between the interests and 
wishes o f  th e  ind iv idual p a tien t an d  th e  
obligations im posed by society. T he u n d e r­
standable desire to avoid this m oral dilemm a 
may partly explain why physicians resist a t­
tem pts to im pose public standards fo r the 
quality o f care. U nfortunately, the physician 
seems destined to always work a ttended  by 
this dilemma. Formerly, the physician had to 
stop short o f doing what he o r she thought 
best for the patien t when the patient could 
not afford  it. Now the physician may have to 
stop short o f what could be helpful to the 
patient because society has set a limit. But 
previously the physician sorrowed, if at all, in 
private, whereas now he or she is fearful of 
being pilloried in public.
CRITERIA AND STANDARDS OF 
QUALITY
For purposes o f  assessment the definition 
o f quality m ust be m ade precise and  op era ­
tive in  th e  fo rm  o f  specific c r ite r ia  a n d  
standards which respectively specify the de­
sirable attributes and  their quantitative meas­
urem ents. H ere one encounters a fundam en­
tal problem . If  quality consists o f a precise 
adjustm ent o f  care to the particular requ ire­
m ents of each case, is it possible to form ulate 
de ta iled  specifications o f w hat constitu tes 
quality that apply to groups o f  cases? Most 
physicians w ould answ er no. T hey  w ould 
insist that a definitive assessment o f quality 
m ust be based on a know ledge o f all the 
particu la rs  in a case, so th a t an assessor 
recognized to have superior skill can use his 
o r her own ju d g m en t as a standard  o f com ­
parison by mentally reconstructing the con­
d uct o f  care  th a t he o r she w ould  have 
recom m ended under the circumstances. Such 
assessments, using what are called “implicit” 
criteria, are extrem ely tim e-consum ing and 
costly. T hey  also tend  to be unreliable unless 
perfo rm ed  by extrem ely com petent and  m o­
tivated  physicians who are also skilled in 
doing assessments. Furtherm ore , the qualifi­
cations o f  any assessor may be challenged. 
For these reasons, those who propose to keep 
medical care u n d er constant supervision have 
resorted  to the form ulation o f “explicit crite­
ria” tha t are supposed to rep resen t at least 
acceptable practice (Payne, 1965). A t one 
extrem e, these criteria and  standards rep re ­
sen t w hat lead ing  experts , using the  best 
scientific evidence; consider to be the best 
practice. At the  o th e r extrem e, they may be 
derived from  the average practice o f physi­
cians in a com munity. Obviously, the strin­
gency and  presum ed validity o f  these two 
form ulations would be expected to be very 
d ifferen t and, in practice, an attem pt may be 
made to accept som ething in term ediate.
T he issue o f  validity is particularly vexing, 
no m a tte r  w hat k ind  o f  c r ite r ia  is used , 
because not everything in medical practice is 
universally accepted o r fully substantiated by 
“scientific” evidence. This means tha t there is 
a w ide m arg in  o f  d o u b t an d  con troversy  
about at least some o f  the criteria and stand­
ards in alm ost any form ulation. This is an­
o th e r  reason  why physicians resist being  
ju d g ed  by criteria and  standards o ther than  
their own. With p reform ulated  explicit crite­
ria there is the  additional difficulty tha t the 
criteria cannot easily take into account the 
variability am ong d ifferen t cases. This is han­
dled by subclassifying cases into reasonably 
h o m o g en eo u s  classes an d  by d iv id in g  th e  
criteria into two types tha t one m ight call 
“categorical” an d  “con tin g en t.” Categorical 
criteria are lists o f  procedures tha t m ust be 
perfo rm ed  in every case belonging to a class, 
o r are never perform ed  in such cases (Jacobs, 
C hristoffel, and  Dixon, 1976). C ontingen t 
criteria are lists o f  procedures that should be 
perfo rm ed  o r may be p erfo rm ed  in some 
cases bu t no t in others, depend ing  on the 
na tu re  and  circum stances o f  th e  cases. A 
fu r th e r  re fin e m en t is to specify fo r each 
p ro ced u re  the  frequency  w ith w hich it is 
expected to be perfo rm ed  in a “rep resen ta ­
tive” sample o f  the cases in any given class 
(Slee, 1974).
Most students o f the subject would -agree 
that explicit criteria form ulated  in this m an­
ner are useful devices for identifying cases
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that are suspect because o f noncompliance, 
and that the degree of compliance is a rough 
measure of quality. However, most physicians 
will insist that a definitive judgm ent in any 
given case cannot rest on compliance with 
criteria that are m eant to apply to the “aver­
age case.” It is still necessary to subject each 
case of questionable care to a judgm ent by 
expert physicians who are given all the rele­
vant facts and expected to use not only the 
explicit criteria but also the much larger set 
o f internalized implicit criteria which governs 
the care of individuals in all their complexi­
ties.
It follows that most systems for m onitoring 
the quality o f care employ a two-stage ap ­
proach: one that identifies cases that do not 
conform  to explicit criteria and another that 
subm its these cases to detailed  review by 
colleagues, a practice known as “peer review.” 
Reviewers from outside may be used in addi­
tion to o r instead o f colleagues when the 
initial judgm en t is contested, when an outside 
agency has initial or supervisory responsibil­
ity, o r when research is being done. This 
combination of initial screening followed by 
detailed review, either internal or external to 
the o rgan ization  that provides care, meets 
the objectives of m onitoring w henever there 
is the will and the ability to use it properly. It 
does not, however, fully meet the m ore rig­
orous requirem ents o f a valid and reliable 
judgm ent on the quality o f care. For that, it 
is necessary to specify in detail the ap p rop ri­
ate s tra teg ies  o f care  as ju d g e d  by th e ir  
benefits, risks, and costs. This subject shall be 
discussed later in the chapter.
APPROACHES TO ASSESSMENT
It may be inferred  from the above that 
quality  assessm ent is a ju d g m e n t on the 
process o f care  p ro v id ed  by p rac titio n ers  
e ith e r  indiv idually  o r as a g ro u p . W hen 
direct inform ation concerning the process of 
care is not available or is incomplete, in fer­
ences may be drawn concerning “process” by 
exam ining e ith er “s tru c tu re” o r “ou tcom e” 
(Donabedian, 1976). “S tructure” means the 
material and social instrum entalities that are 
used to provide care. These measures include
the num ber, mix, and qualifications o f the 
staff; the m anner in which the staff is orga­
nized and governed; space, equipm ent, and 
other physical facilities; and so on. T he as­
sessm ent o f  s tru c tu re  is a ju d g m e n t on 
w'hether care is being provided under condi­
tions that are either conducive or inimical to 
the provision of good care. Since the relation­
ship between structure and process is poorly 
understood, inferences drawn from the for­
m er can be seriously challenged. T here are 
s tro n g er g rounds fo r using “ou tcom e” to 
indicate the quality o f antecedent care.
T h e  o u tc o m e s  o f  c a re  a re  p r im a r ily  
changes in health status that can be attributed 
to that care. A broader view includes changes 
in the h ea lth -re la ted  know ledge, a ttitudes, 
and  behav io r o f  the clien t (Sanazaro  and  
Williamson, 1968). Health status can itself be 
viewed ra th e r narrowly as physical or phys­
iological function or, more broadly, as includ­
ing psychological function  and  social p e r ­
form ance (Breslow, 1972). In fact, there is a 
great deal o f cu rren t research into ways o f 
com bining  all these elem ents in to  a single 
m easure tha t not only reflects survival bu t 
also gives an indication o f the quality of life 
(Fanshel and Bush, 1970; Berg, 1973; Elin- 
son, 1976). I f  successful, such m easures 
would express the quality o f care in terms of 
its contribu tion  to the du ration  and quality 
o f life. More precisely, the quality of care is 
p roportional to the extent to which possible 
im provem ents in the quality o f life are a t­
tained as a result o f that care, assuming cost 
is no object.
In recent \ears this eminenth reasonable 
and beguiling concept has gained a large 
following and has intensified the controversx 
between those who emphasize the assessment 
of process and those who swear b\ outcome. 
This controversc mat arise from a miscon­
ception. Quality assessment is not clinical 
research that is designed to establish the 
relationships between process and outcome. 
It is a judgment on the process of care that 
uses what is alreach know n about that rela­
tionship, given the limits of current medical 
science. It is true that process elements can 
be used as indicators of qualitc onh if there 
is ;t valid relationship between these elements 
and the desired outcomes. It is equalh true
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that specific outcomes can be used as indica­
tors o f  the quality o f care only to the extent 
that there is a valid relationship between the 
two. Thus, validity resides not in the choice 
o f elem ents o f process or outcom e bu t in 
what is known about their relationship. I f  a 
valid relationship exists, either may be used, 
depending on which one can be m ore easily 
and accurately m easured; if not, neither can 
be used.
STUDIES OF THE QUALITY OF 
CARE
Each study o f quality can be categorized in 
so many ways, and the clusterings o f attri­
butes are so indistinct tha t it has been im pos­
sible to devise a satisfactory, simple classifica­
tion. T h e  discussion in this ch ap te r shall 
ignore studies tha t rely mainly on evaluations 
o f structure and will use the following classi­
fication for the rem ainder:
I. Studies mainly o f structure
II. Studies mainly o f process
A. Direct observation o f practice
B. Studies based on the medical record
1. T he  presence o r absence o f selec­
ted critical elements o f care
2. Justification o f surgery and o ther 
major procedures
3. Audits using explicit criteria
4. Audits using implicit criteria
III . Studies mainly o f outcome
A. Morbidity, disability, mortality, and 
longevity in com munities and popu­
lations
B. More refined m easures o f morbidity, 
disability, mortality, and longevity
1. Preventable adverse events
2. P reventable p rogression  o f dis­
ease
3. Diagnosis-specific outcomes
4. Postoperative m ortality and  m or­
bidity
C. Assignm ent o f responsibility for ad­
verse events
1. With p rio r specification o f expec­
ted outcomes
2. W ithout p rio r specification o f ex­
pected outcomes
IV. Studies tha t com bine process and  out­
come to show system effects
A. “Trajectories”
B. “T racers”
V. Evaluation o f strategies
A. Criteria maps
B. Testing o f  strategies
1. By m odeling
2. By clinical trials
A brief review o f selected studies draw n 
from  this classification can illustrate and  raise 
questions about specific m ethods o f assess­
m ent, while p ro v id in g  in fo rm atio n  abou t 
som e factors th a t in fluence perfo rm ance . 
B ut, because som e o f  these  stud ies a re  old 
and almost all have exam ined highly circum ­
scribed  s itu a tio n s , no  conclusion  can  be 
d raw n  abou t levels o f  quality in  genera l, 
o ther than  tha t w henever the quality o f care 
has been exam ined serious and w idespread 
deficiencies have been found. I t is likely that 
in all hum an endeavors, if  sufficiently strict 
standards are used, all shall be found to have 
failed in some degree. This is certainly the 
case in assessing the perform ance o f  physi­
cians.
A ssessm ents o f  th e  p revailing  levels o f 
quality  in  th e  U n ited  S tates o r  e lsew here  
m u st re ly  on  gross m easu res o f  longevity , 
mortality, and  m orbidity, the use and  distri­
bution o f  services, the frequency o f surgical 
o p e ra tio n s , an d  th e  like. A lth o u g h  these  
m easures are im portant, they are influenced 
by so m any unexam in ed  variables th a t it 
would be foolhardy to use them  for confident 
assertions.
STUDIES OF THE PROCESS OF 
CARE
Reputations o f  physicians arise to a large 
extent from  the opportunities tha t colleagues 
have to observe each o th e r at work. T he  
openness o f practice to such observation is, 
in fact, a m ajo r sa feg u ard  o f  quality  an d  a 
cogent argum ent in favor o f  organized form s
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o f  practice. I t is p a rticu la rly  in te res tin g , 
therefore, to find the first im portan t use of 
d irect, form al observation with a view to 
assessing the quality o f care in a study of 
rural general practice, that most isolated and 
secret corner o f medicine (Peterson et al., 
1956).
T he m ethod used was to have a qualified 
physician with the perm ission o f  his o r her 
host observe the la tter in caring for patients 
who were making the first visit for a new 
illness. In this way, it was possible for the 
observer to m ake a ju d g m en t about the 
completeness o f the exam ination, the app ro ­
priateness of fu rther investigation, and the 
suitability o f treatm ent. As a result, 25 per­
cent o f practitioners were rated superior or 
good, whereas 44 percent were judged  to be 
below an “average” or acceptable level of 
perform ance. T he better practitioners were 
more likely to be younger, to see patients b> 
appointm ent, and to have access to laboratory 
services; but, above all, they were more likely 
to have had a period of training in internal 
m edicine subsequen t to g rad u a tio n  from  
medical school. All these are structural char­
acteristics conducive to better care, though 
they do not assure it. O ther studies using the 
same approach suggest that general practice 
in o ther countries may suffer from similar 
characteristics and handicaps (Clute, 1965; 
Ju n g fe ra n d  Last, 1964).
T h a t th e  o b se rv a tio n  o f  p rac tice  is a 
method with wider applicability is shown by a 
study o f the in teraction  betw een n u rsing  
personnel and random ly sampled patients in 
selected hospitals in the Detroit area (Janzen, 
1974). More interesting than the apparent 
levels o f perfo rm an ce  were find ings that 
suggested differences related to the charac­
teristics o f patients. Aspects o f nursing care 
tended  to be less satisfactory for patients 
other than white, for patients in wards with 
many beds, for those who had cancer with a 
poor prognosis, for younger females, and for 
older males. Because of the nature of this 
study, these findings cannot be accepted as 
conclusive, but they do illustrate a problem 
o f g reat social significance: the ex ten t to 
which the quality o f care may d iffer accord­
ing to the social or economic characteristics 
o f clients either because the sources o f care
are different or because the same sources are 
guilty o f discriminatory behavior.
The direct observation of practice is costly 
and tim e-consum ing. Such observation may 
also alter the behavior being observed, al­
though those who have used it say that the 
presence o f the observer is soon forgotten 
and the subject lapses into his or her usual 
routine. T he analysis o f medical records is 
less ob trusive and  m ore easily subject to 
checking by several judges, bu t it suffers 
from  the limitations in the completeness and 
veracity o f the record , especially in office 
practice. This has led to criticism o f this 
m ethod for being an assessment of recording 
ra ther than of care. However, the criticism 
has been countered  by the argum ent that 
recording is an im portan t elem ent in care 
and that there is an association between the 
quality of recording and the quality of care 
(Rosenfeld, 1957; Lyons and Payne, 1974).
T he analysis of the record of care varies 
greatly in b read th  and detail. At one ex­
trem e, all that is sought is inform ation about 
a small num ber of critical elements that are 
im portant in themselves but are also rep re­
sen ta tive  o f  aspects o f  care  no t d irectly  
observed. Such critical elem ents or indexes 
can be form ulated so that they are applicable 
to all p a tien ts  o r to su b g ro u p s o f  patien ts 
characterized by age, sex, diagnosis, and the 
like. For exam ple, in the records o f  office 
care , one can look fo r th e  frequency  with 
which blood pressures are m easured; rectal 
and vaginal exam inations are done; the eye- 
g ro u n d s  and  ears are  exam ined  using  the 
app rop ria te  instrum ents; cultures for s trep ­
tococci are  taken ; the  u rin e  o f  p re g n a n t 
women is tested; sedatives, tranquilizers, and 
antibiotics are prescribed; injections are given 
when the  d ru g s could have been taken by 
m outh ; and  so on (Ciocco, H un t, and A lt­
m an, 1950; A nderson , 1969; R osenberg  et 
al., 1976; Brook and Williams, 1976). Hospi­
tal records o ffe r opportun ities  for the con­
struction o f much larger lists o f such indica­
tors with greater assurance that the necessary 
inform ation is in the record (Eislee, Slee, and 
H offm an, 1956).
A favorite type o f investigation is to locate 
re p o rts  o f  ab n o rm al lab o ra to ry  find ings 
which physicians agree require attention and
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to determ ine how often these go unnoticed, 
are ignored, o r are dealt with inadequately. 
For exam ple, in the general clinic o f one 
un iversity  hospital, about a fifth  o f  such 
abnorm alities were not followed up (H untley 
et ah, 1961), and in one com m unity hospital, 
m ore than  ha lf o f the abnorm al findings 
were either ignored or inadequately handled 
(Williamson, A lexander, and Miller, 1967). 
In  general, when the results o f investigations 
that attem pt to characterize critical elem ents 
o f practice are assembled, it is astounding  
how variable practice is found to be, and how 
often it seems to depart from  standards o f 
supposedly good care.
Developments in data acquisition and p ro­
cessing have stim ulated the use o f various 
records in assessing and m onitoring care and 
greatly am plified their usefulness. Data from 
records o f am bulatory care, abstracts o f hos­
pital charts, and the claims for paym ent that 
are subm itted to insurance com panies and 
governm ent program s can all be fed into the 
com puter to be rapidly processed and collat­
ed with o the r, p resto red  in fo rm ation  abou t 
the patient, the practitioner, o r the hospital 
and its subdivisions. In this way, aberrations 
in practice can be identified , located, and 
subjected to m ore detailed scrutiny if their 
frequency or im portance justifies it.
Besides serving as a search light th a t may 
expose and em barrass the physician, the com­
p u te r  can also be a f r ie n d  an d  ally. I t  is 
possible to develop a system o f inform ation 
that alerts the physician when some p red e te r­
m ined critical events have occurred so that 
intervention may be made if  he or she sees 
fit. Since inattention ra th e r than ignorance 
appears to account for many “erro rs” in care, 
com puter-aided m anagem ent could be a m a­
jo r  safeguard  o f  the quality o f care (Mc­
Donald, 1976; B arnett et al., 1976).
O ne step up  in the progression from  p re ­
sumptive indicators o f quality to m ore inclu­
sive and definitive assessments o f the quality 
o f care is the justification o f surgical in terven­
tion and  o f o th e r m ajor p rocedures. T he  
justification o f surgery can itself be arranged  
into a progression. Even before surgery oc­
curs, the initial recom m endation can be sub­
jected  to verification by one or m ore consul­
tants, a procedure that is now required  by
several insurance plans. In one such p ro ­
g ram , the  consu ltan ts  d isag reed  with the 
initial recom m endation in 18 percent o f the 
cases, with large d ifferences accord ing  to 
diagnosis, ranging from  10 percent for breast 
surgery to 34 percent for orthopedic opera­
tions (M cC arthy an d  W idm er, 1974). O f 
course, the superior validity o f the second 
opinion can be challenged, and it can only be 
established by finding out what happens to 
those who are operated  on and to those who 
are  tu rn e d  dow n. In  one such study , 30 
percent o f the latter had an operation any­
way, half because they ignored advice and 
ano ther half because they continued to have 
symptoms (McCarthy, 1976).
As to those already operated  on, two steps 
are available in the progression tow ard more 
rigorous justification. T he  first is to de ter­
m in e  w h e th e r  th e  t is s u e  r e m o v e d  is 
sufficiently diseased to justify  its having been 
rem oved . T h e  sim plicity an d  usefu lness o f  
this procedure has m ade it standard  practice 
in any well ru n  hospital. In  part, the validity 
o f  this p ro ced u re  d epends on th e  skill and  
integrity o f the pathologist. But no m atter 
how expertly the tissue rem oved is judged , 
the justification o f surgery cannot rest on this 
alone. T he decision to operate depends on 
weighing the risks o f  operating  unnecessarily 
against those o f not operating  when neces­
sary; and the best judg m en t is likely to be 
a tten d ed  by the rem oval o f some norm al 
tissue. T herefo re , a definitive judgm en t on 
any operation  must go an im portan t step 
beyond the condition o f the tissue removed 
and include additional circumstances o f the 
case. This is well illustrated in a com parison 
o f appendectom ies in the teaching and com­
m unity  hosp ita ls  o f  B altim ore  (S parling , 
1962). In the leaching hospitals which p re ­
sumably typify the best practice, about a th ird  
o f  the  tissue rem oved was norm al o r not 
clearly diseased, and this proportion  was the 
same w hether the patients were on welfare 
o r were private patients who paid fo r their 
own care either directly or th rough  an insur­
ance plan. In the com m unity hospitals, how­
ever, the proportion o f appendectom ies with 
norm al o r near-norm al tissue was higher and 
varied according to how the patient paid the 
hospital and physician. T he  proportion  was
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40 percent for welfare patients, 42 percent 
for patients who paid for their own care, 50 
percent for those who had insurance other 
than Blue Cross, and 55 percent for those 
who had Blue Cross.
This one study cannot be considered defin­
itive. However, one wonders if having near­
complete protection against the costs o f m ed­
ical care , w h e th er u n d e r  a p riva te  o r a 
governm ental insurance plan, will markedly 
increase the likelihood o f having “unneces­
sary” surgery. An accumulation of evidence 
suggests that the answer is yes.
I here are wide variations in surgical rates 
within the United States and am ong nations. 
At least to som e ex ten t, the  inc idence o f 
surgery is related  to the prevalence o f su r­
geons (Lewis, 1969; W ennberg  and  Gittel- 
sohn , 1973; L ich tn e r an d  P flanz, 1971; 
Vayda, 1973). Surgery is also more frequent 
when surgeons work alone and are paid per 
opera tion  than  when they work in groups 
and  are paid  a salary (D onabedian , 1969a; 
R oem er and  Schonick, 1973). W hile one is 
justified in concluding that m uch “unneces­
sary su rgery” is being p erfo rm ed , it is also 
tru e  tha t the p ro p e r  ra te  o f su rgery  is not 
fully established. A usual test for the ap p ro ­
p ria ten ess  o f  su rgery , w hen faced with a 
difficult decision, is for the patient to ask his 
or her physician what the physician would do 
if the patien t were a m em ber o f the physi­
cian’s family. Using this test, m ore than half 
o f the women would have had their uteruses 
rem oved by the time they w ere 65 years o f 
age, a p ropo rtion  tha t is m uch h igher than 
what is considered to be an already inflated 
35 p e rcen t fo r the  genera l po p u la tio n  o f 
women (Bunker and Brown, 1974).
A more com plete assessment o f surgical 
and medical care is obtained b\ an elabora­
tion of the critical indicators o f care. These 
may be integrated into the longer diagnosis- 
specific lists of explicit criteria referred  to 
earlier in the chapter. T he percent o f compli­
ance with these criteria, with equal or d iffer­
ent weights attached to com ponent items, can 
be used as a summary measure o f the quality 
o f care. U sing this m e thod , a study o f  a 
sample o f hospital cases in Hawaii provides a 
rare view o f an im portant segm ent o f care in 
a large population in its natural habitat. T he
overall perform ance score was 71 percent of 
perfect com pliance w'ith the criteria. U nfor­
tunately, a frequency distribution o f scores is 
not given, nor can a judgm ent be made as to 
w hether 71 percent is good, bad, or indiffer­
ent. An application o f the same m ethod to an 
adm itted ly  biased sam ple o f  office care in 
Hawaii yielded a distinctly dismal score of 41 
percen t o f  full com pliance, ju d g in g  by the 
in fo rm atio n  in the reco rd  (Payne et al., 
1976).
A final judgm ent of the quality of care in 
each ease should not rest on compliance with 
explicit criteria alone, however. It should be 
based on a review of all the known facts by 
one or m ore experts  who use the en tire  
range of their own knowledge and experi­
ence to arrive at a judgm ent. An example in 
this tradition was the study of the quality of 
hospital care received by m em bers o f the 
Team ster's Union in New York City. Each of 
two em inent physicians was given the entire 
record o f each case and asked to rate it using 
as a criterion how he or she would have 
managed the case. As a result, 43 percent of 
the cases were judged  to have received less 
than “optim al” medical care (M orehead and 
Donaldson, 1964).
In both the Hawaii and the T eam ste r’s 
studies some attention was given to finding 
out what factors are associated with the qual­
ity of care (Rhee. 1976). T he following is a 
reasonable in terpreta tion  of these studies. 
The most im portant single factor associated 
with the quality of hospital care is the nature 
o f the hospital itself. Care is best in large, 
u rb an , un iversity -affilia ted  hospita ls and 
worst in p roprietary  u rban  hospitals and 
other small hospitals, w hether urban or rural. 
Physician specialization is also a positive fac­
tor, although its salutary influence is weaker, 
and is felt only when practice is confined to 
the area in which the physician has special­
ized. Once outside his or her domain, the 
specialist niay do worse than the generalist. 
The im portance of the hospital in safeguard­
ing quality is most im portant for the gener­
alist, while ou tside the best hospitals the 
specialization of the physicians is the im por­
tant safeguard. Phvsicians in the larger group 
practices provide better hospital care, but this 
ap p ea rs  to be mainly d ue  to tbe use o f
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specialists by the  g roups. In  office care , 
g roup  practice has a small edge over solo 
practice, bu t the data are not reliable. Per­
haps m ore im portan t than all these associa­
tions is the observation that a large part o f 
the variation in perform ance rem ains unex­
p la ined , which suggest th a t the  m easu re­
ments used may be faulty and that there is 
m uch about the determ inan ts o f p erfo rm ­
ance that is not understood.
STUDIES OF THE OUTCOME OF 
CARE
T h e  incidence and  prevalence o f  illness 
and disability, the incidence o f mortality and 
measures o f longevity are obvious indicators 
o f the health o f a population. But medical 
care makes only one ra ther small contribu­
tion am ong the many social and biological 
factors tha t determ ine such outcomes. Con­
siderable refinem ent is needed to reveal the 
effects o f the quality o f care.
Outcomes can be m ade m ore sensitive and 
specific m easures o f the quality o f  care by 
careful selection so that they perta in  to spe­
cific categories o f patients, are preventable or 
atta inab le  by good m edical care , and  are  
m easured .only afte r corrections are m ade for 
characteristics that influence the degree o f 
success that even the best medical care can be 
expected to achieve. Recently a large list o f 
measures tha t are considered to be respon­
sive to m edical care have been offered  as 
indicators o f  the quality o f care in com m uni­
ties (Rutstein et al., 1976). It has also been 
suggested tha t the stage at which diseases 
first come u n d er attention, or when patients 
are adm itted to the hospital for the first time, 
says som ething about how easy it is to gain 
access to care and  how good th a t care is 
(Gonnella and  G oran, 1975; Gonnella, Louis, 
an d  M cC ord, 1976). I t  is also possib le to 
specify fo r selected diagnoses and  conditions 
the m ost useful outcom es to m easure, w hen 
to m easure these outcomes, and what patient 
characteristics to take into account so as to 
isolate the contribution o f medical care to the 
selected outcomes. It is m uch m ore difficult
to specify the extent to which variations in 
the quality o f care will be reflected in these 
outcom es (Brook et al., 1977).
T he  study o f postoperative m ortality and 
morbidity can be taken to rep resen t the class 
o f m ore specific and refined  studies o f ou t­
come. It has been known for a long time that 
there are large differences in postoperative 
m ortality am ong hospitals. In  one notable 
instance, a 25-fold difference was observed 
am ong 34 medical centers. Corrections for 
differences am ong medical centers in factors, 
such as type o f  opera tion  an d  the  p a tien t’s 
age and  physical status, reduced  the spread  
to a 7-fold difference in some operations and 
a 3-fo ld  d iffe re n c e  in  o th e rs  (M oses and  
M osteller, 1968). So d is tu rb in g  w ere these 
large and  unex p la in ed  d ifferences th a t an ­
o th e r  s tudy  was co n d u c ted  in  w hich every 
a tte m p t was m ad e  to  c o rre c t fo r  p a tie n t 
characteristics tha t m ight have accounted for 
the differences observed. Real and  significant 
d iffe re n ces  re m a in e d , su g g es tin g  th a t th e  
chances o f  similar patients experiencing seri­
ous com plica tions o r  d e a th  fo llow ing  the  
same operations can be 2 o r 3 times as high 
in some hospitals as in o thers (Scott, Forrest, 
and  B row n, 1976). O ne suspects th a t even 
these  la rge  d iffe ren ces  do  n o t tell th e  full 
story, because it is n o t certa in  th a t in  situa­
tions o f  h igh  risk th e  benefits o f  o p e ra tin g  
are always h igher than the risks.
W hen outcom es are used to m onitor care 
in an institution o r p rogram , every m ajor 
adverse event and a sam pling o f o ther “criti­
cal incidents” require careful analysis so that 
fu tu re  perform ance can be im proved (Qual­
ity o f  Surgical Care Subcom m ittee, 1976). 
Physicians may become m ore aware o f the 
consequences o f their actions if  they can be 
persuaded  to specify ahead o f time precisely 
what im provem ents in health  they expect for 
patients in specified categories, so that their 
achievem ents can be com pared  with the ir 
expectations (Williamson, 1971). But w hether 
or not the expected outcomes are specified 
in advance, th e re  is no escape from  the  
responsibility to review and assess the care 
itself. Such “retrospective” assessments can 
also be a p rim ary  re search  tool. N otable 
exem plars are the early studies o f m aternal 
and  new born  m ortality  by the  New York
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Academy o f Medicine. In 1930-32, 66 per­
cent of' deaths of women in childbirth were 
judged by a “conservative” estim ate to be 
preventable, and of these, 61 percent were 
ascribed to the physician because of errors in 
judgm ent or in techniques (New York Acad­
emy o f M edicine, 1933). In 1950-51, 42 
percent o f deaths in the newborn who were 
not prem ature were judged to be prevent­
able, and  o f  these, ab o u t 80 p ercen t w ere 
attributed to errors in medical judgm ent or 
technique (New York Academy of Medicine, 
1955). In both studies the type of hospital 
and the qualifications of attending physicians 
had an im portant bearing on the outcome, 
which was life itself. These deeply disturbing 
findings resulted in the introduction o f many 
controls, including regular reviews of till ma­
ternal and infant deaths, and these controls 
have been credited with at least some of the 
rem arkable improvements that have occurred 
since. In spite o f spectacu lar declines in 
mortality, a recent review of trends in m ater­
nal mortalitv in Michigan from 1950 to 1970 
shows that the percent o f deaths judged 
“preventable” has increased markedly from 
about 60 percent to about 80 percent (Schaff- 
ner et ah, 1977). As standards o f care are 
raised, perfection  seems to becom e even 
more difficult to achieve.
PROCESS AND OUTCOME 
COMBINED
Two methods of assessing the quality of 
care can be put in a separate calegorv be­
cause they are designed to dissect elements 
of a system that delivers care using a combi­
nation  o f  process and  ou tcom e m easures. 
One method, which may be called the “trajec­
tory” m ethod, selects one or more diseases or 
conditions and follows patients from the.time 
they come for care to some lime after their 
care p resum ab ly  ends. In this way, it is 
possible to examine the successive steps of 
care in a progression and to docum ent the 
final effect o f this experience on the health 
of the patient. One such study dealt with a 
group of patients who came to the emergency 
room of a city hospital with gastrointestinal
symptoms. T he results of this study indicated 
that 33 percent o f the patients did not show 
for all recom m ended exam inations and 12 
percent were not adequately exam ined; also 
in 15 percent, there were abnorm al findings 
which were not treated appropriately. These 
f actors add up to a failure rate o f 60 percent. 
When the effects o f treatm ent were taken 
into account, the patient's encounter with this 
particular institution was judged to have had 
a salutary effect in only 27 percent of the 
cases (Brook and Stevenson, 1970).1
The second method begins with a mental 
map that subdivides the medical care system 
into dom ains o f function and responsibility, 
m aking  it possible to select a n u m b er o f 
diagnoses or conditions as indicators o f the 
quality o f care in each subpart. Each diagno­
sis o r condition functions as a “tracer” ; and 
the set o f tracers can be considered to p ro ­
vide what is analogous to a set o f carefully 
selected soundings o f an unexplored terrain 
(Ressner, Kalk, and Singer, 1973). This a t­
tractive notion has been tested partially by 
using as tracers the occurrence and the m an­
agem ent o f  anem ia, ear in fection , h earing  
loss, and visual defects to assess medical care 
for ch ild ren  from  6 m onths to 1 1 years o f 
age in selected  areas o f W ash ing ton , D.C. 
From  this exp lo ra tion , a dism al p ic tu re  o f 
m uch unrecognized , p reven tab le , and im ­
properly treated pathology em erged. For ex­
am ple, 12 percent o f children 4 to 11 years 
o f age need glasses but do not have them. O f 
those who have glasses, 31 percen t do not 
need them, 37 percent do not have adequate 
correction , and 5 percent have glasses that 
make th e ir  vision worse ra th e r  than  be tte r 
(Ressner, Snowy and Singer, 1974).
EVALUATION OF STRATEGIES 
OF CARE
Patient care is a planned activity that invol­
ves choosing specific elements from a poten­
tially large pool o f such elements, and prop­
erly sequencing  them  in o rd e r  to achieve
1 Some of tlie tiguie.s cited diftei slighth from 
those in the might,il because of recomputution in order 
to get mutualh exclusive’ categories.
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specified diagnostic and treatm ent objectives. 
A plan o f action, as well as the pattern  o f 
actions tha t result, can be called a strategy. 
T he  essence o f  quality, that elusive th ing  
called “clinical ju d g m en t,” lies in the choice 
o f  the  m ost a p p ro p ria te  stra tegy  fo r the  
m anagem ent o f  any given situa tion . T h e  
alternative strategies that a physician might 
reasonably consider can be specified in the 
form  o f a decision tree which indicates alter­
native courses and their consequences. To 
each o f these, a probability can be assigned 
preferably based on dem onstrated  fact or, 
when this is not available, based on expert 
opinion. T he balance of expected benefits, 
risks, and m onetary costs, as evaluated jointly 
by physician and patient, is the criterion for 
selecting the optimal strategy for that patient 
(McNeil, Keeler, and Adelstein, 1975a; Plis- 
kin and Taylor, 1977). T he construction and 
use o f  m odels th a t in c o rp o ra te  ex is tin g  
knowledge can be very helpful in arriving at 
a m ore definitive specification o f quality be­
cause the best course o f action suggested by 
intuition may not be the best indicated by 
m ore form al decision analysis. M oreover, 
such models, by revealing critical deficiencies 
in existing knowledge, stim ulate research so 
that, in the end, the specification o f optimal 
m anagem ent may be firmly established.
T he results o f such developm ents are be­
g in n in g  to  be felt in the  field  o f  quality  
assessment. Perhaps the first step has been 
the construction o f “criteria maps” as a sub­
stitute fo r the m ore usual lists o f  explicit 
criteria. M apping represents a step-by-step 
scheme o f actions tha t are taken to make a 
diagnosis, to search  fo r com plications, to 
select a m ode o f treatm ent and im plem ent it. 
I t recognizes that there are alternative, accep­
table ways o f m eeting each requirem ent (for 
exam ple, a valid diagnosis) and that succee­
ding actions are dependen t on prior findings. 
Such criteria maps are now being used in 
quality assessment on a trial basis (Greenfield 
et al., 1975). T he next step will be a linkup 
with the large body o f work that is now going 
on, quite independently  of the activities of 
quality assessment, in m odeling and testing 
strategies o f care (Ginsberg, 1971; Schwartz 
et ah, 1973; McNeil and Adelstein, 1975b; 
McNeil et ah, 1976; Tom pkins, Burnes, and
Cable, 1977). T h e  empirical testing o f such 
stra teg ies using  care fu l clinical trials will 
provide the bedrock upon which all quality 
assessment, in fact all o f clinical medicine, 
must ultimately rest (Cochrane, 1972). ''
CONTEXT FOR MONITORING
T h at the content o f medical practice must 
be subjected to constant surveillance is an 
idea that has slowly gathered strength  and 
finally em erged as a principle supported  by 
law. T he  ostensible purpose is “quality assur­
ance,” though this is perhaps too ambitious a 
goal since “assistance” o r “en h an cem en t” is 
the most tha t can be hoped for. T he  quality 
o f care depends on many factors, including 
the selection o f  students and their education 
and train ing as well as their socialization into 
young professionals; opportunities for con­
tinu ing  education and renewal; the availabi­
lity o f  the instrum entalities and  financing 
tha t perm it the application o f the full poten­
tial o f medical science; and the professional 
and financial incentives that influence the 
behavior o f  physicians. T he  m onitoring o f 
the physician’s work is m eant to generate one 
additional incentive to appropria te  perfo rm ­
ance.
W henever physicians "work together, much 
in fo rm al m o n ito rin g  occurs th ro u g h  the  
sh a rin g  o f  pa tien ts , fo rm al and  in fo rm al 
consultations, teaching activities, and the like. 
A system o f form al m onitoring could be the 
least im portan t am ong the many safeguards 
o f quality, but it is necessary all the same. It 
is the only means for obtaining reliable in fo r­
m ation about how the system operates; it is 
less capricious and m ore fair than reliance on 
inform al and partial inform ation; it can be a 
pow erful incentive to self-exam ination and 
learning; and it is one m ore way in which the 
profession can dem onstrate its accountability 
to the public.
T raditionally , the professions have been 
largely responsible for regulating their own 
conduct in the in terest o f h igher standards,
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with governm ent assuming a supportive and 
reinforcing role. In general, medicine has a 
proud record of achievement in this respect. 
But in recen t years, the feeling has grown 
that it should either do more or relinquish 
some o f its prerogatives by accepting super­
vision from the outside. Many factors have 
co n trib u ted  to this state o f  affairs. Most 
im portant has been the far reaching change 
from  individual to collective financing  of 
health care through private health insurance 
program s. For many years, the private health 
insurance com panies and organizations, as 
well as the rep resen ta tiv e s  o f  the  la rg e r 
groups of purchasers o f insurance, have been 
unhappy about the increase in the costs of 
care without assurance o f the needfulness 
and the quality o f  the services received. 
However, there was little that could be clone 
beyond questioning the most obvious abuses. 
But when the Federal G overnm ent itself 
became the largest payer by instituting Medi­
caid and Medicare, there was the means and 
eventually the will to assert that whoever pays 
the  p ip e r can call the  tune . T h e  sh a rp est 
goad to action was no doub t the enorm ous 
drain on the Federal Treasury; but there was 
also concern  for the quality o f care, and a 
need to establish accountability o f the p ro ­
gram s to C ongress and o f  C ongress to the 
electorate. T h e  la tte r was now a b e tte r  in ­
form ed and m ore dem anding public.
Antecedent to and parallel with these de­
velopments there were several others. First 
was the gradual concentration o f a critical 
section of care in the hospital which em erged 
as a dom inant center o f organized practice. 
Second was the increasing recognition by the 
public, bv hospital trustees, and by the courts 
of the hospital’s responsibility for quality of 
the care delivered by physicians in it (Shain 
and Southwick, 1966; C urran, 1971). T hird  
was the development, piece by piece, o f the 
conceptual apparatus, the methods, and the 
technology o f quality assessment and moni­
to rin g  and th e ir in co rpo ra tion  in several 
prototypes in actual practice (Donabedian, 
1969b). All these, working together, set the 
stage and provided the instrum ents and the 
opportunity  for a bold legislative initiative 
which was part of the Social Security A m end­
ments o f 1972.
PROFESSIONAL STANDARDS 
REVIEW ORGANIZATIONS
T he legislation makes provisions for setting 
up a Professional Standards Review O rgani­
zation (PSRO) in each of the areas designated 
under this law (Public Law 92-60Sj. T he dual 
objectives of PSRO legislation are to improve 
the quality of care and to contain costs. 
A lthough it is too early to know w hether 
either objective is being met, the expectation 
for quality assurance under PSRO as well as 
cost containm ent have been insistently dis­
counted bv critics o f the PSRO's.
Local PSRO responsibility is currently limi­
ted in scope to m o n ito rin g  hospital and 
nursing home care provided under specific 
governm ent program s, prim arily Medicare 
and Medicaid. Surveillance may be exercised 
directly by the PSRO. Alternatively, it may be 
delegated to the individual hospitals which 
assume the responsibility to review their own 
care, provided they are found capable o f 
doing so. In either case, the supervision of 
medical practice is put in the hands o f the 
physicians themselves. Such supervision ex­
tends over the appropriateness o f admission, 
the length o f stay, and quality of care in the 
designated institutions. As the basis for its 
review activities, the PSRO must form ulate 
explicit criteria, norms, and standards that 
cannot d iffer significantly from their more 
widely applicable regional counterparts which 
are prom ulgated by the National Council, 
unless differences are justified.
T he role of explicit criteria in the activities 
o f the PSRO's is often not well understood. 
Consequently, they have been attacked as 
dubioush  valid, as paying no attention to 
aspects of care beyond those that are purely 
technical, as insufficiently adaptable to varia­
tions am ong individual patients, as conducive 
to a stereotyped, unthinking form o f "cook­
book” medicine, as inhibiting innovation and 
progress, and as diverting attention from the 
outcomes o f care in favor of emphasis on 
process. PSRO's are aware of these criticisms 
which they believe do not reflect the more 
recent refinem ents in their criteria or the 
judicious flexibility with which criteria are 
applied. Nevertheless, some critics continue
1 2 2
to argue that the university medical centers 
should be excluded from  the jurisdiction o f 
PSRO’s in the interests o f teaching, learning, 
and research (Kavet and Luft, 1974). O thers 
have asked that the H ealth M aintenance O r­
ganizations also be excluded  lest they be 
h and icapped  in th e ir  a ttem pts to p rovide 
effective care  at low er cost by th e  dead  
weight o f insufficiently proven criteria (Hav- 
ighurst and Bovbjerg, 1975).
As stated, it is still too early to cite any 
conclusive  assessm en ts  o f  th e  im p ac t o f  
PSRO’s which might lend credence to any of 
these argum ents. T he  evidence concerning 
the effects on use o f services, quality o f care, 
and costs is in the process o f being assembled. 
An effect on the health o f the people who 
receive care u n d e r  PSRO guidelines may 
prove impossible to dem onstrate (Institute of 
Medicine, 1976). In the m eantim e, it would 
seem that if the PSRO’s conscientiously im ­
plem ent their m andate, there  is bound to be 
an im provem ent in quality, in cost, o r in 
both. Should they fail to do so, there  could 
be pressure for m ore vigorous policing by 
agencies outside the medical establishm ent
in c lu d in g  th e  in su ran ce  ca rrie rs , th e  State 
health departm ent, o r an agency o f the Fed­
eral G overnm ent itself. U n d er any condi­
tions, constant m onito ring  will have to be 
m aintained because w ithout it m edicine can­
not see itself, nor know w here it is going.
SUMMARY
In classifying the m ajor approaches to the 
assessment o f the process and outcomes o f 
medical care and briefly describing illustra­
tive studies and the ir findings, the need to 
safeguard and enhance the quality o f care is 
apparen t. This need has led to the institution 
o f mechanisms that subject care to constant 
review so that deficiencies may be found and 
corrected. T he  Federal G overnm ent has be­
com e involved in this activity th ro u g h  its 
sponsorsh ip  o f  Professional S tandards Re­
view O rganizations (PSRO’s). It is too early 
to say how effective th e  PSR O ’s will be. 
However, should they fail to accomplish their 
objectives, the necessity for m ore radical so­
lutions will be difficult to resist.
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SECTION I
Health Status and D eterm inants3
A. Population
T he total population o f the U nited States 
was estim ated  to be 217.7 m illion at the 
beginning o f 1978, an increase o f approxi­
mately 0.4 percent o r 900,000 people since 
the middle o f 1977. From 1950 to 1978, the 
population o f the United States increased by 
about 44 percent. However, while the popu­
lation is still growing, it is doing so at a much 
slower rate than  it did d u ring  the 1950’s. On 
an average annual basis, the rate  o f popula­
tion grow th has decreased from  an average 
level o f 1.7 percent per year for 1950-55 to
1.1 percent per year fo r 1965-70 and about
0.8 percent per year du ring  the 1970’s. Data 
for the most recent years indicate a probable 
u p tu rn  in the rate o f grow th as a result o f 
th e  p ro jec ted  increase  in th e  n u m b e r o f 
births.
T h e  m ajor facto r th a t accounts fo r the 
slower population grow th since the 1950’s 
and  1960’s has been the  decrease  in the 
annual num ber o f births from  4.3 million in 
the late 1950’s and early 1960’s to 3.2 million 
in 1976. From 1955 to 1976, the crude birth 
rate decreased from  25.0 to 14.8 births per
1,000 population, while the crude death  rate 
decreased from  9.3 to 8.9 deaths per 1,000 
population. Consequently, the rate o f natural 
increase (i.e., a m easure o f population growth 
based on the excess o f births over deaths
a P rep ared  by Lois A. F in g erh u t, Division of 
Analysis, National C enter for H ealth Statistics.
exclusive o f  m igration) declined  by m ore 
than three-fifths since 1955 to a level o f 5.9 
per 1,000 population in 1976.
Along with natural increase, net im m igra­
tion also affects population growth. A lthough 
estimates o f net im m igration are not as relia­
ble as are vital rates and  are fu rth er compli­
cated by a large illegal im m igration com po­
nent, some trends are evident. Since the mid- 
1950’s, legal im m ig ra tion  levels have r e ­
m ained relatively stable. However, net im mi­
gration continues to contribute an increasing 
p ro p o rtio n  to overall p o p u la tio n  grow th, 
mainly because o f a decrease in the b irth  rate 
ra th e r than  a large increase in the im m igra­
tion rate.
C ontinuation o f the average annual growth 
rate o f 0.8 percent experienced in the United 
States from  1970 to 1976 would double th e  
population o f  the U nited States in about 87 
years. T h e  average ann u a l rates in o th e r 
selected industrialized countries varied from
2.4 percent in Israel (29 years to double in 
size) to lows o f  0.5 percent in France (139 
years to double) and 0.2 percent in Switzer­
land , the  G erm an  F edera l R epublic, and  
England and Wales (347 years to double). In  
the G erm an Democratic Republic, the popu­
lation decreased at an average annual rate o f 
0.3 percent between 1971 and 1976.
Recent projections o f the total population 
indicate tha t the U nited States population 
will increase to nearly 233 million people by 
1985, assum ing  th a t w om en average  2.1 
births, that death  rates continue their slow
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and steady decline, and that net im migration 
rem ains constant at 400,000 people per year. 
U nder the same assumptions, the population 
is projected to reach 260 million people by 
the year 2000, a 27 percent increase from  
1970. However, if the approxim ate level o f 
the cu rren t total fertility rate prevails at 1.7 
births per woman, the total population in 
2000 may be only 246 million.
In  1976, the num ber o f males residing in 
the U nited States was about 5 percent less 
than the num ber o f females. T he sex ratio 
(i.e., the num ber o f males per 100 females) 
decreased as age increased. T here  were about 
105 males per 100 females at birth, about 
100 at 20-24 years of age, about 79 at 65-69 
years o f age, and about 47 at 85 years o f age 
and over. T he declining sex ratio reflects the 
m uch higher death rates for males than for 
females at 15-69 years o f age.
About 7 percent of the population in 1976 
were un d er 5 years o f age, 24 percent were 
under 15 years o f age, and 11 percent were 
65 years o f age and over. About 87 percent 
were white, and the m edian age o f the white 
population was 6 years higher than that of 
the black population.
D uring 1976, an estimated 1.6 million peo­
ple were institutionalized in facilities o ther 
than long-stay hospitals or correctional facili­
ties, according to the Survey o f Institutional­
ized Persons.
In looking at population projections, an 
even m ore im portan t factor to consider than 
overall size is the projected age distribution. 
Considerable growth is expected in the p ro­
portion o f the population 25 years o f age 
and over. In the year 2000, there will be 56 
percent m ore people 25-44 years o f age, 41 
percent m ore people 45—64 years o f age, and 
58 percent m ore people 65 years o f age and 
over than there were in 1970. A net decrease 
of 1 percent is projected for the population 
under 25 years o f age.
These changes could have p rofound im pli­
cations for the N ation’s health care delivery 
system and  its financing . B ecause o f the 
growing elderly population there will be an 
increasing need for long-term  care, including 
nursing homes as well as alternatives to nurs­
ing hom es, such as hom e health  services, 
adult day care, hom em aker services, etc. In
addition, m ore short-term  facilities will be 
necessary in the  fu tu re  since the elderly  
average m ore than 3 times the num ber of 
days o f care per person than does the whole 
population.
T he child dependency ratio (i.e., children 
under 18 years o f age per 100 persons 18-64 
years o f age) is p ro jected  to decrease by 
nearly 30 percent from 60.6 in 1970 to 43.2 
in 2000. T he  aged dependency ratio (i.e., 
elderly people 65 years o f age and over per 
100 persons 18-64 years o f age) is projected 
to increase by about 14 percent from  17.5 to 
19.9 during  the same period. Based on this 
projected increase in the dependent elderly 
population, an increase in the institutional­
ized population may be anticipated, carrying 
with it g rea te r dem ands fo r high quality 
long-term care.
T he total dependency ratio in the United 
States (54.2) is similar to the ratio in other 
selected industrialized E uropean  countries 
(the N etherlands, the G erm an Federal Re­
public, Switzerland, and Italy), Canada, and 
Australia for 1976.1 T he high dependency 
ratio in Mexico, in particular the high child 
dependency ratio, is a reflection of the large 
proportion o f the population there under 15 
years o f age. A large youthful population 
may have serious implications not only for 
M exico’s ability  to  p ro v id e  th e  services 
needed by such a large and vulnerable seg­
m ent o f its population but also for the prob­
lem o f illegal im m igration  to the U nited  
States.
Between 1971 and 1976, the child depend­
ency ratio in the United States decreased by 
16 percent, a greater decrease than in any of 
the o ther selected countries except Canada 
w here the  ra tio  decreased  by 15 percen t 
between 1971 and 1975. This large decline is 
explained by the increased num ber o f people 
from  the W orld War II “baby boom ” gener­
ation who were young adults 20-30 years of 
age in 1976. Both the U nited  States and  
Canada sustained rapidly increasing fertility 
after World War II, followed by decreasing 
fertility in the 1960’s and 1970’s.
1 For international com parisons, the dependency 
ratio is calculated using the population un d er 15 years 
o f age ra th e r than the population un d er 18 years o f 
age.
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T he geographic distribution o f the popu ­
lation  has been  affec ted  by b o th  n a tu ra l 
increase and  internal migration. In  the past, 
regional outm igration was offset by a surplus 
of births over deaths; today, outm ovem ent, 
particularly from  m etropolitan areas, often 
results in a decrease in population.
T he grow th o f nonm etropolitan areas in 
the 1970’s surpassed tha t o f  m etropolitan  
• areas. Between 1970 and  1976, the popula­
tion o f nonm etropolitan counties increased 
by 8 percent com pared with 5 percent in 
m etropolitan counties. N et m igration, includ­
ing international migration, contributed 2.3 
million people to nonm etropolitan  grow th, 
m ore than 4 times as many as to m etropolitan 
grow th (0.5 million). In  contrast, between 
1960 and 1970, nonm etropolitan areas lost 3 
million people th rough  net m igration, while 
m etropolitan counties gained 6 m illion.2
T h e  nonm etro p o litan  counties with the 
m ost rap id  grow th have been “re tirem en t 
counties.” 3 Between 1970 and  1975, the ir 
population grew by 17.1 percent with a net
2 Beale, C.: Testim ony on In ternal M igration in 
the U nited States Since 1970, U.S. H ouse o f  R epresen­
tatives, Select Com m ittee on Population, Feb. 8, 1978. 
W ashington, D.C., U.S. D epartm en t o f A gricu ltu re , 
1978.
3 A ccording to Calvin Beale, leader o f  the Popu­
lation Studies P rogram , U.S. D epartm en t of Agricul-
inm igration o f about 217 thousand people 
ann u a lly . A bo u t 84 p e rc e n t o f  th is  to ta l 
growth was the result o f  net migration.
People who move to nonm etropolitan  areas 
tend to be o lder and lower on the socioeco­
nomic scale than those who move to m etro­
politan areas. Consequently, people moving 
to nonm etropolitan areas may be less healthy 
and m ore in need o f medical care than those 
moving to m etropolitan areas.
T h e re  are o ther factors tha t may affect 
health care services in nonm etropolitan  and 
m etropolitan areas. First, the num ber o f el­
derly people is projected to increase faster 
than any o ther segm ent o f the population. 
Second, people im m igrating into an area may 
e n co u n te r  p rob lem s in o b ta in ing  m edical 
care o r may place dem ands on the  health  
care system which are d ifferen t from  those 
o f established residents. T h ird , health care 
resources and  services are  no t d istribu ted  
evenly across the U nited States, and they are 
often inadequate in nonm etropolitan areas. 
All o f these factors may complicate the proc­
ess o f  p lan n in g  fo r adequa te  hea lth  care 
services in nonm etropolitan and m etropolitan 
areas.
tu re, re tirem en t counties a re  the 360 nonm etropolitan  
counties w ith 10 p e rc en t o r  m ore  n e t in m ig ra tio n  
d u rin g  the 1960-70 decade fo r white persons who were 
60 years o f  age an d  over in 1970.
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Table 1. Total, resident, and civilian populations and average annual rate of change: United States, selected years 1950-78 










1950' _ .  ____ _________ 151,684 151,235 150,203 148,630
1955' _____________ 165,275 164,308 162,311 160,588
1960 .  .  .  __ ________ 180,671 179,979 178,140 176,246
1965 __ .  ____  . 194,303 193,526 191,605 189,575
1970 ______________________ 204,878 203,810 201,722 199,589
1971 . . .  _________  . 207,053 206,219 204,258 202,103
1972 208,846 208,234 206,46'H- 204,287






209,1501975 ________  ____________ 213,559
1976 ___  _________________ 215,142 214,669 213,000 210,760
1977 216,817 216,332 214,685- 212,428
1978 _______  _____________ 217,739 217,257




1950-55 _______  . . 1.73 1.67 1.56 1.56
1955-60 1.80 1.84 1.88 1.88 .
1960-65 1.47 1.46 1.47 1.47
1965-70 1.07 1.04 1.03 1.03 .
1970-71 1.06 1.18 .1.26 1.26
1971-72 0.87 0.98 1.08 1.08
1972-73 0.75 0.78 0.79 0.80
1973-74 0.71 0.73 0.76 0.76
1974-75 0.78 0.79 0.81 0.81
1975-76 ................ 0.74 0.76 -0.77 0.77
1976-77 0.78 0.77 0.79 0.79
1977-78 0.85 0.86 0.87 0.87
1 Data exclude Alaska and Hawaii.
NOTE: Estimates are as of July 1, except for 1978 which is as of Jan. 1. -
SOURCES: U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25, 
Nos. 706 and 720. Washington. U.S. Government Printing Office, Sept. 1977 and Mar. 1978; National Center for Health 
Statistics: Data computed by the Division of Analysis from data compiled by the Bureau of the Census. , • .
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T a b le  2. C o m p o n e n ts  o f p o p u la tio n  c h a n g e , ac co rd in g  to  race: U n ite d  S ta tes , se le c te d  y e a rs  1 9 1 0 -7 7
(Data are based on the national vital registration system)
Year










Total Black Total Black Total Black Total Black
Number per 1,000 resident population
1910 _________ 30.1 29.2 ___ ___ 14.7 14.5 21.7 _ 15.4 14.7 ... _ _ . . . . . . . . .
1920 _________ 27.7 26.9 35.0 — 13.0 12.6 17.7 — 14.7 14.3 17.3 — . . . — — ___
1930 _________ 21.3 20.6 27.5 11.3 10.8 16.3 16.4 10.0 9.8 11.2 ... ... ... ... —
1940 _________ 19.4 18.6 26.7 ... 10.8 10.4 13.8 13.9 8.6 8.2 12.9 ... 0.6 — — ...
1950 _________ 24.1 23.0 33.3 ... 9.6 9.5 11.2 11.3 14.5 13.5 22.1 ... 2.0 ... —
1955 ________ 25.0 23.8 34.7 ... 9.3 9.2 10.0 ... 15.7 14.6 24.7 . . . 2.0 . . . . . . . . .
1960 _________ 23.7 22.7 32.1 31.9 9.5 9 5 10.1 10.4 14.2 13.2 22.0 21.5 1.8 1.9 1.2 0.6
1965 _________ 19.4 18.3 27.6 27.5 9.4 94 9.6 10.1 10.0 8.9 18.0 17.4 1.9 2.0 1.7 1.0
1970 _________ 18.4 17.4 25.1 25.3 9.5 9.5 9.4 10.0 8 9 7.9 15.7 15.3 2.1 1.8 4.7 1.7
1971 _________ 17.2 16.2 24.7 24.5 9.3 9.4 9.2 9.7 7.9 6.8 15.5 14.8 1.9 1.4 5.1 1.8
1972 _________ 15.6 14.6 22.9 22.6 9.4 9.5 9.2 9.7 6.2 5.1 13.7 12.9 1.6 1.1 4.8 1.5
1973 _________ 14.9 13.9 21.9 21.5 9.4 9.4 9.1 9 7 5.5 4.5 12.8 11.8 1.6 1.1 5.1 1.6
1974 ________ 14.9 14.0 21.4 21.0 9.2 9.2 8.7 9.2 57 4.8 12 7 11.8 1.5 1.0 52 1.6
1975 ________ 14.8 13.8 21.2 20.9 8.9 9.0 8.3 8.9 5.9 4.8 12 9 12.0 2.1 0.9 9.9 1.6
1976 ________ 14.8 13.8 21.1 20.8 8.9 9.0 8.2 8.9 5.9 4.8 12 9 11 9 1.5 1 0 5.2 1.5
19775 ________ 15.3 8.8 6.5 1.4
1 The 1920 and 1930 birth rates include adjustments for States not in the registration area; the 1910 figures are estimates based on the number of registered 
births in the 10 original registration States in 1910. Birth rates for 1960, 1965, 1970, and 1971 are based on a 50-percent sample of births; for 1972-76 they are based 
on 100 percent of births in selected States and on a 50-percent sample of births in all other States.
2 Death rates for 1972 are based on a 50-percent sample of deaths.
' Difference between birth and death rates.
4 Excludes net movement of Armed Forces from overseas posts from denominator of the rate
5 Provisional data.
NOTE: Beginning 1970, births and deaths to nonresidents of the United States are excluded.
SOURCES: National Office of Vital Statistics: Births and birth rates in the entire United States, 1909 to 1948, by P. K. Whelpton, Vital Statistics—Special 
Reports, Vol. 33, No. 8, Public Health Service, Washington, D.C., Sept. 1950; National Center for Health Statistics: Vital Statistics of the United States, 1976, Vols. I 
and II. Public Health Service, DHEW, Hyattsville, Md. To be published; Births, deaths, marriages, and divorces for 1977. Monthly Vital Statistics Report. Vol. 26-No. 
12. DHEW Pub. No. (PHS) 78-1120. Public Health Service. Hyattsville, Md., Mar. 13, 1978; Data computed by the Division of Analysis from data compiled by the 
Division of Vital Statistics and the U.S. Bureau of the Census.
T a b le  3 . D e p e n d e n c y  ra tio s : S e le c te d  c o u n tr ie s , s e le c te d  y e a rs  1 9 7 0 -7 6
(Data are based on population censuses and estimated counts)
Country
Dependency ratios for 19711 Dependency ratios for 1976s
Total2 Child3 Aged4 Total2 Child3 Aged4
Canada _ _____  _ . 60.4 47.5 13.0 53.5 40.5 13.0
United States _ . 60.9 44.9 16.0 54.2 37.7 16.5
Mexico _ _ _ _ 99.7 92.3 7.4 98.8 92.1 6.8
Sweden . . .  __ _ 53.8 32.0 21.9 56.2 32.2 24.0
England and Wales 58.9 37.7 21.2 58.8 36.0 22.8
Netherlands 59.5 43.1 16.4 55.5 38.5 17.0
German Democratic Republic ___ 63.5 38.0 25.5 59.6 33.7 26.0
German Federal Republic . 57.3 36.2 21.1 56.1 33.5 22.6
F ran ce___  . 59.5 38.0 21.5 59.2 37.3 21.9
Switzerland 54.5 36.6 17.8 53.5 34.0 19.6
Italy _________  _ 53.9 37.5 16.4 56.6 38.1 18.5
Israel6 60.1 48.0 12.1 62.2 48.4 13.8
Japan _____  _____ 46.1 35.3 10.7 47.5 35.8 11.7
Australia __ ___ 59.0 45.8 13.3 56.1 42.2 13.9
1 Data for Mexico refer to 1970, and data for Sweden, Israel, and Japan refer to 1972.
2 Number of persons under 15 years of age and 65 years of age and over per 100 persons 15-64 years of age.
3 Number of persons under 15 years of age per 100 persons 15-64 years of age.
4 Number of persons 65 years of age and over per 100 persons 15-64 years of age.
5 Data for France and Italy refer to 1974, and data for Canada, Japan, and Israel refer to 1975.
6 Jewish population only.
NOTE: Countries are grouped by continent.
SOURCES: United Nations: Demographic Yearbook 1973 and 1976. Pub. Nos. ST/STAT/SER.Fi/2 and ST/ESA/STAT/SER./4. 
New York. United Nations, 1974 and 1977; World Health Organization: World Health Statistics, 1977, Vol. 1. Geneva. World 
Health Organization, 1977; World Health Organization: Selected data; U.S. Bureau of the Census: Popuiation estimates and 
projections. Current Population Reports. Series P-25, Nos. 614 and 643. Washington. U.S. Government Printing Office, Dec. 
1975 and Jan. 1977.
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T a b le  4 . R e s id e n t p o p u la tio n , a c c o rd in g  to  g e o g ra p h ic  re g io n  a n d  lo c a tio n : U n ite d  S ta tes , 1976
(Data are based on decennial census updated by data from multiple sources)
Location
Geographic region
All regions Northeast NorthCentral South West
Population in thousands
United States ___ ______ 214,668 49,503 57,738 68,864 38,562
Within SMSA . 155,741 42,370 39,516 43,467 30,389
Large SMSA __________ _ . 87,140 27,222 23,782 16,167 ' 19,970
Core counties . _ ___  . 59,699 17,274 15,606 10,036 16,783
Fringe counties __ _ . 27,441 9,948 8,176 6,130 3,187
Medium SMSA ______________ J 49,710 13,280 10,191 18,531 7,708
Other SMSA _________________ 18,891 1,867 5,543 8,769 2,712
Outside SMSA 58,543 7,133 18,222 25,397 7,791
Adjacent to SMSA . _ _ _____ 30,392 5,249 9,178 12,740 3,226
Urbanized___  _ .. 13,807 4,007 3,927 3,794 2,079
Less urbanized . . 14,098 1,151 4,621 7,355 972
Thinly populated .. ___ 2,487 91 630 1,591 175
Not adjacent to SMSA . . 28,151 1,885 9,045 12,657 4,565
Urbanized . 8,951 859 2,250 3,972 1,870
Less urbanized ___________ 14,544 874 5,046 6,543 2,082
Thinly populated _ 4,655 152 1,749 2,142 613
NOTES. The locations of counties are grouped according to the April 1973 Office of Management and Budget 
metropolitan-nonmetropolitan designations. The populations used were the provisional estimates by county for July 1, 1976. 
Alaska is excluded from the location categories. However, the Alaska State total is included in the West total and the United 
States total.
SOURCE. National Center for Health Statistics: Computed by the Division of Analysis from data compiled by the U.S. 
Bureau of the Census, Federal-State Cooperative Program foi Population Estimates. Current Population Reports. Series P-26, 
No. 76-1 through No. 76-50. Washington. U.S. Government Printing Office, 1977-78.
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T a b le  5. P o p u la t io n  a n d  p ro je c tio n s  a n d  p e rc e n t c h a n g e  f r o m  1 9 7 0  p o p u la tio n  u n d e r  d if fe re n t  a s s u m p tio n s  o f  c o m p le te d
fe r t i l i ty :  U n ite d  S ta te s , s e le c te d  y e a rs  1 9 7 7 -2 0 0 0
(Data are based on decennial census updated by data from multiple sources)
Year









1980 .  ________________ 224,066 222,159 220,732
1985 ____________________ 238,878 232,880 228,879
1990 ____________________ 254,715 243,513 236,264
1995 _ . .  . . .  . 269,384 252,750 241,973
2000 ____________________ 282,387 260,378 245,876
Percent change from 1970 population'
1977 ______  _ ____ J 5.8
1980 .  . .  .. 9.4 8.4 7.7
1985 . .  .  .  _______ 16.6 13.7 11.7
1990 .  . .  . . . . 24.3 18.9 15.3
1995 _________ 31.5 23.4 18.1
2000 __________________ 37.8 27.1 20.0
1 Estimated total population, including Armed Forces abroad, for July 1,1970 = 204,878,000.
NOTE: Projected populations are based on U.S. Bureau of the Census fertility assumption of 2.1 lifetime births per 
woman with continuation of mortality rates at current levels. Figures are for the total population, including Armed Forces 
abroad, as of July 1.
SOURCES: U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25, 
No. 704. Washington. U.S. Government Printing Office, July 1977.
Table 5. Population and average annual rate of change: Selected countries, selected years 1970-76
(Data are based on national population censuses and estimated counts)
Country














Canada 1971 21,568 23,143 ' 1.4
United States 1970 204,335 215,118 0.8
Mexico ............ 1970 48,225 62,329 4.1
Sweden 1975 8,209 8,222 0.1
Enqland and W ales .... 1971 48,750 49,184 0.2
Netherlands 1971 13,046 13,770 1.0
German Democratic Republic 1971 17,068 16,786 -0 .3
German Federal Republic __ 1970 60,651 61,498 0.2
France . . . . _____ . . .  _ _ 1975 52,544 52,915 0.5_
Switzerland ___  . . .  _________ 1970 6,270 6,346 0.2
Italy _ _ _ _ ________ ________ 1971 53,745 56,189 1.0
Israel . . . ___  _______ ___ 1972 3,148 3,465 2.4
Japan _____ . . .  ____ _____ _ 1975 111,934 112,768 1.0
Australia ___  . . . _____ ____ . . . 1971 12,756 13,643 1.4
' If census was taken after the 15th of the month, the next month was used in calculating the time interval for the 
average annual rate of change.
NOTES: International population census data are of varying reliability dependent upon the completeness of 
enumeration. Population estimates are subject to continued correction and revision; their reliability depends on the number 
of years elapsed since a census was established, completeness of birth and death registration, and international migration 
data. Countries are grouped by continent.
SOURCE: United Nations: Demographic Yearbook 1976. Pub. No. ST/ESA/STAT/SER.R/4. New York. United Nations, 
1977; United Nations: Selected data.
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146 T a b le  7. R e s id e n t p o p u la tio n , a c c o rd in g  to  race, sex , a n d  a g e : U n ite d  S ta te s , J u ly  1, 19 76














All ages 214,649 104,472 110,177 186,225 90,909 95,315 28,424 13,563 14 862 24,763 11,787 12,976
Under 5 years . .  _ 15,339 7,839 7,500 12,653 6,482 6,171 2,686 1,358 1,328 2,317 1,171 1,146
Under 1 year ____  _ 3,026 1,550 1,476 2,519 1,293 1,226 507 258 249 436 221 215
1 year _ _____ 3,066 1,556 1,500 2,534 1,297 1,237 532 269 263 456 230 226
2 years _ ____________ ___ _ 2,938 1,504 1,434 2,415 1,239 1,176 524 265 259 449 227 222
3 years ___ 3,039 1,552 1,488 2,492 1,275 1,217 547 276 271 473 239 234
4 years _ ___ _ _ _____________ 3,270 1,668 1,602 2,693 1,378 1,315 576 290 286 503 253 249
5-9 years __ _ 17,349 8,848 8,501 14,460 7,397 7,063 2,889 1,451 1,438 2,536 1,273 1,263
5 years __ __ 3,568 1,826 1,742 2,956 1,517 1,439 612 309 303 532 268 264
6 years _ _ ___ 3,512 1,787 1,724 2,926 1,494 1,432 585 293 292 512 256 256
7 years _ _ _ . . 3,440 1,752 1,687 2,864 1,465 1,400 575 288 287 506 253 253
8 years __ ____ 3,353 1,710 1,643 2,803 1,434 1,369 550 276 274 485 243 241
9 years _ ............  __ 3,477 1,772 1,705 2,910 1,487 1,423 567 285 282 501 252 249
10-14 years 19,819 10,106 9,713 16,612 8,491 8,121 3,207 1,615 1,592 2,864 1,441 1,423
10 years ____ _ __. __ _ 3,721 1,899 1,822 3,085 1,579 1,506 636 320 316 562 283 279
11 years ___ _ _ ........ .. 3,808 1,940 1,868 3,187 1,628 1,560 621 312 309 553 278 275
12 years _ _ _ _ _ . _ ___ 4,005 2,046 1,959 3,364 1,723 1,641 641 324 318 574 289 285
13 years ___ _ . ___ 4,071 2,074 1,997 3,428 1,750 1,678 643 323 320 577 290 287
14 years _ __ 4,213 2,147 2,066 3,547 1,811 1,736 666 335 330 598 301 297
15-19 years _ ______ . 21,165 10,722 10,443 17,934 9,107 8,827 3,231 1,615 1,616 2,868 1,431 1,438
15 years ____ _ _____ _ 4,286 2,187 2,099 3,618 1,850 1,768 668 337 331 596 300 296
16 years ___ _ _______ 4,184 2,132 2,053 3,534 1,805 1,729 651 327 323 582 292 289
17 years . . .  ___  ___ ___  . _ 4,212 2,140 2,072 3,556 1,810 1,746 656 330 326 584 293 291
18 years ____ . ___ 4,237 2,135 2,102 3,607 1,822 1,785 630 314 316 557 277 281
19 years ________ 4,246 2,128 2,118 3,619 1,820 1,799 626 307 319 550 268 281
20-24 years ___ __ 19,440 9,705 9,735 16,690 8,390 8,300 2,750 1,315 1,435 2,383 1,135 1,248
20 years _____ _ . ________ 4,156 2,087 2,070 3,540 1,784 1,756 616 303 314 542 264 278
21 years __ . . 3,983 2,003 1,980 3,412 1,725 1,686 572 278 294 500 241 259
22 years _ . . _ . ___ _ ___ 3,852 1,920 • 1,932 3,308 1,661 1,647 544 258 286 473 224 249
23 years __ __ ____ ___ ___ 3,709 1,840 1,869 3,197 1,600 1,598 512 241 271 439 206 232
24 years _______  _ _ _ . . . | 3,739 1,855 1,884 3,233 1,620 1,613 506 235 271 430 200 230
147
25-29 y e a rs____ __________  _ 17,710 8,776 8,934 15,437 7,729 7,708 2,272 1,047 1,225 1,911 885 1,025
30-34 years ___ _ _ _ _ _ _  ____ 14,181 6,989 7,192 12,373 6,161 6,212 1,809 828 981 1,498 683 815
35-39 years ________ 11,872 5,775 6,097 10,366 5,098 5,267 1,507 677 830 1,295 582 713
40-44 years ________ 11,140 ' 5,432 5,708 9,735 4,795 4,940 1,405 637 769 1,203 546 657
45-49 years _ _ _ 11,656 5,672 5,983 10,298 5,042 5,256 1,357 630 727 1,166 544 622
50-54 years ______ 11,980 5,758 6,222 10,704 5,165 5,539 1,275 593 683 1,114 517 597
55-59 years _ ___ _____ 10,754 5,132 5,622 9,703 4,643 5,060 1,051 489 562 937 434 503
60-64 years __ _________ _ 9,310 4,355 4,956 8,431 3,952 4,478 880 402 477 794 358 436
65-69 years _______ 8,281' 3,662 4,619 7,408 3,279 4,129 873 383 490 806 346 461
70-74 years _ _ _ __ _ 5,913- 2,505 3,408 5,427 2,284 3,143 486 221 265 425 189 236
75-79 years ___ 4,051 1,586 2,465 3,720 1,442 2,278 331 144 187 280 119 161
80-84 years _______ 2,724 982 1,742 2,497 892 1,605 227 90 137 200 78 122
85 years and over _ _ _ ___ 1,966 629 1,337 1,777 561 1,216 189 68 121 165 56 109
1-4 years __________ _ _ _ 12,313 6,289 6,024 10,134 5,189 4,945 2,179 1,100 1,079 1,881 949 931
5-13 y e a rs _____  _ _ 32,955 16,807 16,148 27,525 14,077 13,448 5,430 2,730 2,700 4,801 2,412 2,389
14-17 years __ __ 16,896 8,606 8,290 14,255 7,276 6,979 2,640 1,330 1,311 2,359 1,186 1,173
18-24 years _ 27,922 13,968 13,954 23,916 12,032 11,884 4,006 1,935 2,070 3,490 1,680 1,810
18-21 years __ _ 16,622 8,353 8,269 14,178 7,151 7,027 2,444 1,202 1,243 2,149 1,050 1,099
22-24 years _ _ _ 11,300 5,615 5,685 9,738 4,881 4,857 1,562 734 828 1,342 630 711
15-44 years __ _ 95,508 47,399 48,109 82,534 41,280 41,254 12,974 6,119 6,855 11,159 5,263 5,897
14 years and o v e r_____________ 166,355 79,826 86,529 146,047 70,351 75,696 20,308 9,475 10,833 17,645 8,204 9,441
16 years and o v e r___________ _ 157,855 75,492 82,364 138,881 66,689 72,192 18,974 8,802 10,172 16,451 7,603 8,848
18 years and over _ ___ 149,459 71,220 78,239 131,791 63,075 68,717 17,668 8,145 9,523 15,286 7,018 8,268
21 years and over _ 136,821 64,871 71,950 121,025 57,649 63,376 15,795 7,222 8,574 13,637 6,209 7,428
62 years and over 28,402 11,902 16,500 25,770 10,756 15,014 2,632 1,146 1,486 2,354 1,001 1,353




906 1,199 1,876 787 1,089
Median age of population 29.0
;7 -9 i
30.2 | ,29-8 28.6
3 U  I
24.0 22.8 25.1 23.8 | 22.6 24.9
SOURCE: U.S. Bureau of the Census: Population estimates and projections, Current Population Reports. Series P-25, No. 643. Washington. U.S. Government 
Printing Office, Jan. 1977.
148
(Data are based on decennial census updated by data from multiple sources)
T a b le  8. P o p u la tio n , d e p e n d e n c y  ra tio s , a n d  p ro je c tio n s  u n d e r  S e n e s  II fe rt i lity  a s s u m p tio n  (2.1 b irths p e r w o m a n ) a n d  p e rc e n t c h a n g e  fro m  19 7 0  p o p u la tio n ,
a c c o rd in g  to  ag e - U n ite d  S ta te s , se lec ted  y e a rs  1 9 7 0 -2 0 0 0
Age and






in thousands Projected population in thousands Percent change from 1970 population
All ages . _ _ .............. ...  . 204,878 215,118 222,159 232,880 243,513 252,750 260,378 8.4 13.7 18.9 23.4 27.1
Under 5 years _ . . 17,148 15,339 16,020 18,803 19,437 18,775 17,852 -6 .6 9 7 13.3 9.5 4 1
5-9 years ___ _ _ . . 19,898 17,349 16,096 16,259 19,040 1 9,666 19,000 -1 9  1 -1 8  3 -4.3 -1.2 -4.5
10-14 years __ . _ _ __ . 20,835 19,819 17,800 16,567 16,718 19,527 20,153 -1 4  6 -2 0  5 -19.8 -6.3 -3.3
15-19 years _ _ . _ . 19,315 21,220 20,609 18,007 16,777 16,919 19,727 6.7 - 6 8 -13.1 -12.4 2.1
20-24 years . . _ _ 17,184 19,630 20,918 20 510 17,953 16,728 16,898 21.7 194 4.5 2.7 -1.7
25-29 years ____ . __ _ ___ 13,718 17,806 18,930 20,581 20,169 17,665 16,469 38 0 50 0 47 0 28 8 20 I
30-34 years ____ __ _ __ _ 11,576 14,238 17,242 19,278 20,917 20,489 17,981 48 9 66.5 80.7 77.0 55 3
35-39 years __ . _ . 11,151 11,916 14,033 17,274 19,261 20,874 20,435 258 54.9 72 7 87 2 83 3
40-44 years - ___ _ ______ _ 11,991 11,160 11,688 14,102 17,331 19,304 20,909 2 5 17 6 44.5 61.0 74.4
45-49 years __ _ . . _ . 12,147 11,662 11,030 11,526 13,889 17,052 18,990 -9.2 5 1 14.3 40.4 56.3
50-54 years . . 11,163 11,981 11,668 10,931 11,422 13,758 16,885 4 5 2 1 2 3 23.2 51 3
55-59 years __ 9,998 10,754 11,401 11,122 10,416 10,885 13,106 14 0 11 2 42 8 9 31.1
60-64 years _____ 8,666 9,310 9,797 10,615 10,360 9,707 10,151 13 1 22.5 19.5 12.0 17.1
65-69 years __ __ 7,023 8,281 8,700 9,244 10,022 9,791 9,192 23 9 31 6 42.7 39 4 30.9
70-74 years _ ___ . . _ _ _ __. 5,465 5,913 6,793 7,301 7,782 8,433 8,244 24 3 33.6 42.4 54 3 50 9
75-79 years __ __ _ . ._ __ 3,859 4,051 4,324 5,108 5,501 5,885 6,394 12 0 32.4 42 5 52 5 65.7
80-84 years __ __ 2,309 2,724 2,816 3,064 3,639 3,939 4,236 22 0 32 7 57 6 70 6 83.5
85 years and over 1,432 1,966 2,294 2,588 2,881 3,352 3,756 60 2 80 7 101 2 134 1 162.3
Number per 
100 population Nu mber per 100 projected populati on Percent chc nge from 1970 ratio
Dependency ratio ' ____ _ ___ 78 0 69 4 64 3 62 5 63 5 65 2 63 2 -17  6 -1 9  9 -18.6 -16.4 -19.0
Child dependency ratio2 _ . _ __ 60.6 51 3 45 8 43 5 43.5 44 7 43 2 -24.4 -2 8  2 -28.2 -26.2 -28.7
Aged dependency ratio1 . _  ____ 17 5 18 1 134 19 1 20.0 2C.5 19.9 5 1 9 1 14 3 17.1 137
' Population under IS years of age and 65 years of age and over per 100 population I8-64 years of age 
2 Population under 18 years of age per 100 population 18-64 years of ago 
• Population 65 years of age and over per 100 population 18-64 years of age.
NOTE: Projected populations are based on U S Bureau of the Census Series II fertility assumption of an average 2.1 lifetime births per woman with 
continuation of mortality rates at current levels. Figures are for tne total population, including Armed Forces abroad, as of July 1
SOURCES- U.S. Bureau of the Census: Population estimates and projections. Current Population Reports. Series P-25, Nos. 614 ana 704. Washington. U.S 
Government Printing Office, Dec. 1975 and July 1977
(Data are based on decennial censuses updated by data from multiple sources, on samples of the civilian noninstitutipnalized
population, and on the national vital registration system) 12345
T a b le  9. S e le c te d  d e m o g ra p h ic  m e a s u re s  re la te d  to  c h ild re n  a n d  y o u n g  a d u lts , a c c o rd in g  to  ra c e : U n ite d  S ta te s ,

















































1940 _... .  ____ 40,359 48.8 — 37.9 1,859 3 43.0 3 95.0 3 79.3 42.2
1850 __________ 47,278 51.1 6.3 39.8 1,859 74.4 98.7 83.4 50.4
1955 __________ 55,739 58.3 6.3 45.3 4 2,037 78.1 99.2 86.9 —
1960 .  _ . . . 64,525 64.9 7.2 52.7 2,314 80.7 99.5 90.3 59.9
1965 _______ 69,731 65.7 8.9 77.4 2,477 84.4 99.4 93.2 68.5
1970____ ___ 69,694 60.6 12.5 106.9 2,357 89.5 99.2 94.1 78,9
1975_____  . 66,295 53.1 16.9 142.5 2,140 94.7 99.3 93.6 80.8
1976. _______ 65,191 51.3 17.1 147.8 2,082 95.5 99.2 93.7 80.5
White
1940 _________ 35,459 47.5 ___ 19.5 _ •* 44.0 3 95.5 3 80.7 45.6
1950 ______ 41,289 49.6 — 17.5 1,828 84.4 —
1955 ______ 48,479 56.5 — 18.6 — 79.2 99.3 87.5 —
1960. _______ 55,745 62.7 22.9 2,253 82.0 99.6 90.8 5 37.4
1965. _______ 59,721 63.2 — 39.6 2,398 85.3 99.4 93.4 71.3
1970 ___ ______ 59,192 58.1 — 56.6 2,281 80.3 99.2 94.5 81.4
1975 _______ 55,510 50.6 — 73.0 2,069 94.8 99.3 93.8 83.2
1976___________ 54,434 48.9 ... 76.8 2,017 95.8 99.2 93.6 82.4
All other
1940___________ 4,898 61.2 _ 168.3 _ 3 36.6
CNT—o>.
« I 3 68.2 16.2
1950.................... 5,989 63.9 — 179.6 2,089 86.8 75.5 —
1955_____  . . 7,259 73.1 — 202.4 — 71.1 98.1 82.9 _
1960___________ 8,780 82.8 — 215.8 2,788 73.3 99.1 86.8 5 22.9
1965 _____  . 10,010 86.5 — 263.2 3,085 79.3 99.2 91.7 48.0
1970___________ 10,502 79.8 — 349.3 2,908 85.4 99.4 92.1 61.4
1975 10,785 70.8 — 441.7 2,652 94.4 99.1 92.6 66.3
1976 _________ 10,757 68.7 — 451.5 2,552 94.2 99.1 94.1 69.3
Black:
1 9 7 0 ... .  . 9,531 81.5 ___ 375.8 2,974 84.9 99.3 91.9 59.5
1975_______ 9,554 72.5 — 487.9 2,774 94.4 99.2 92.2 64.8
1976 .. . 9,478 70.3 — 503.0 2,676 94.0 99.0 95.3 67.5
1 The ratio of the population under 18 years of age to the population 18-64 years of age per 100 persons.
2 Children under 18 years of age. For 1960-76, estimated from frequencies based on sample data from selected States; 
for earlier years, estimated from total counts.
3 1940 school enrollment data run lower than other years. They are April estimates while the other years are October 
estimates, and some dropout occurs between October and April.
4 April 1954 data.
5 Percent of the population 14-24 years of age. The corresponding percent for all races in 1960 was 35.6.
SOURCES: U.S. Bureau of the Census: Current Population Reports. Series P-20 and P—25, selected reports. Washington. 
U.S. Government Printing Office, selected years 1961-78; National Center for Health Statistics: Children of divorced couples, 
United States, selected years, by A. A. Plateris. Vital and Health Statistics. Series 21-No. 18. DHEW Pub. No. (PHS) 1000. Public 
Health Service. Washington. U.S. Government Printing Office, Feb. 1970; Vital Statistics of the United States, 1973, Vols. I and 
III. DHEW Pub. Nos. (HRA) 77-1113 and (HRA) 77-1103. Health Resources Administration. Washington. U.S. Government 
Printing Office, 1977; Advance report, final natality statistics, 1975. Monthly Vital Statistics Report, Vol. 25-No. 10, supplement. 
DHEW Pub. No. (HRA) 77-1120. Health Resources Administration, Rockville, Md.r Dec. 30, 1976; Unpublished data from the 
Division of Vital Statistics.
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B. Fertility
D uring  1976, 3,167,788 live births were 
registered in the United States. This figure is 
slightly m ore than in any year since 1972, but 
still 1.1 million less than in 1961. T he  prelim ­
inary 1977 data indicate that the num ber o f 
births increased to 3.3 million o r by 5 percent 
since 1976.
T he  crude birth  rate in 1976 was 14.8 live 
births per 1,000 population, the same as the 
rate in 1975 and the lowest ever recorded in 
the U nited States. T he provisional birth  rate 
for 1977 is 15.3. T he crude birth  rate has 
been decreasing since the late 1950’s. D uring 
the 1957-76 period, the b irth  rate d ropped  
by 42 percent.
For the first time since the m id-1950’s, the 
b irth  ra te  fo r w om en 30-34  years o f age 
increased slightly, from  53.1 in 1975 to 54.5 
births per 1,000 women 30-34 years o f age 
in 1976. T h e  increased rate may reflect the 
recent phenom enon o f delayed childbearing. 
This phenomenon may also be reflected in the 
rate for women 25-29 years o f age, which in 
1960 was 24 percent lower than  the rate for 
women 20-24 years o f age but in 1976 was 
only 3 percent lower. T he birth  rate is still 
highest for woman 20-24 years o f age. While 
the  b irth  ra te  fo r young teenagers 15-17 
years o f age has been decreasing, the rate o f 
decline has been slower than  tha t fo r older 
teenagers, 18-19 years o f age.
T he  total fertility rate, a hypothetical life­
tim e m easure o f  average com pleted family 
size based on the age-specific b irth  rates in 
one year, continued to decrease from  3.7 in 
1957 to 1.8 births per woman in 1976. This 
m easure o f fertility assumes that a set o f age- 
specific b irth  rates observed du ring  a single 
year will apply th roughou t a w om an’s rep ro ­
ductive span. It is affected by changes in the 
age distribution (or timing) o f childbearing.
T he  first-order birth  rates am ong women 
25-29 and 30-34 years o f age increased from  
1972 th rough  1976. T he first th rough  third- 
o rder birth  rates for women 30-34 and 35-
N O TE: Unless otherw ise noted , data are from  
the ongoing  data-collection systems o f  the National 
C enter fo r H ealth  Statistics. In many instances the data 
have been published in the Vital and Health Statistics 
series.
39 years o f  age also increased from  1975 to 
1976. T hese increases at the relatively later 
childbearing years reflect changes in the tim ­
ing o f births ra th e r than  changes in actual 
com pleted fertility. T here fo re , the total fertil­
ity rate in recent years has probably u n d e r­
stated the actual num ber o f  children women 
will have d u rin g  the ir rep roductive  years. 
Assuming that women are simply postponing 
childbearing, there is reason to believe that 
the unpreceden ted  low total fertility rate in 
1976 will soon begin to increase.
C ohort o r com pleted fertility, on the o ther 
hand , follows the childbearing o f a group  of 
w om en (identified  by th e ir  year o f  birth) 
th rough  their reproductive years. C ohort fer­
tility rates are free o f the effects o f  changing 
age distribution o f childbearing and thus are 
a “tru e” picture o f the num ber o f  children 
women bear du ring  their reproductive years. 
W om en bo rn  in 1927, the  last coho rt fo r 
which com pleted fertility rates are available, 
com pleted the ir fertility with about 3.0 births 
per woman. W omen born  in 1947 were about 
30 years o f  age in 1977 and  had  already had 
an average o f 1.7 births per woman. Since 
women born  in 1927 had an average o f  2.2 
children by 30 years o f  age, it appears likely 
tha t women born  in 1947 will com plete their 
fertility with about two children.
Based on the responses to questions asked 
about b irth  expectations, young women be­
longing to the m ore recent cohorts o f the late 
1950’s expect to com plete the ir families with 
about two children. W ith increased use o f 
effective m ethods o f  b irth  control, the num ­
ber o f  expected births per woman is a good 
indicator o f  fertility patterns.
Since W orld  W ar II , fertility  tren d s  in 
d ifferen t regions o f the world have followed 
a variety o f patterns, bu t all have eventually 
d e c re a se d .1 T h e  post-W orld  W ar II  baby 
boom experienced in the U nited States was 
also experienced in o ther countries, including 
A ustralia and Canada. In  W estern Europe, 
how ever, th e  p a tte rn  has been  d iffe re n t. 
T h ere  was only a tem porary  rise in the total 
fertility rate im mediately afte r the war. This 
was followed by a short period o f decline, a
1 W estoff, C.F.: T h e  population  o f  the developed 
countries. Scientific American. 231(3): 109-120, Sept. 
1974.
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gradual increase, and finally a sustained de­
crease continuing to the present time. T he 
Central European countries, such as Switzer­
land, the G erm an Democratic Republic, and 
the German Federal Republic, did not have a 
post-w ar baby boom, but since 1955 they 
have followed the fertility levels of Western 
Europe. In Israel, fertility rates am ong the 
Jewish population are slowly declining aftei 
reaching a peak around 1950. However, in 
ja p a n , with the introduction o f permissive 
abortion legislation, rising educational levels, 
and  rap id  industria liza tion , fertility  rates 
have plum m eted since 1945.
T he  general fertility rate  in the U nited 
States in 1975 was 59.1 b irths per 1,000 
females 15-49 years o f age,2 3a rate that was 
higher than in o ther selected industrialized 
countries—Sweden, England and Wales, the 
N etherlands, the G erm an Democratic Repub­
lic, the German Federal Republic, and Swit­
zerland.
In exam ining teenage fertility for 1976, 
nearly one-fifth o f all infants were born to 
young women under 20 years o f age. About 
two-fifths o f these infants were born to teen ­
agers under 18 years of age. Between 1966 
and 1973, the n um ber o f b irths to these 
young women increased from  195,000 to
251,000 or by 29 percent. Since 1973, how­
ever, the num ber has d ropped  to 227,000 
births.
Teenage birth rates have not followed the 
same pattern of decline as birth rates of older 
women. While most age-specific rates have 
been decreasing fairly regularly since 1957, 
the birth rates for adolescents did not begin 
to decline until later. Betw een 1966 and 
1972, the teenage birth rate increased from
35.7 to 39.2 births per 1,000 young women 
15-17 years o f age, but by 1976 the rate had 
decreased to 34.6. T he birth rate for older 
teenagers 18-19 years of age has followed 
the pattern o f young women in their early 
20’s and has been decreasing since 1966.
In 1976, about 40 percent o f the young 
m others 15-19 years o f age were not married 
when their babies were born. Both the num-
2 Calculated this way for international compari­
sons. T h e  National Center for Health Statistics calcu­
lates the genera) fertility rates for females 15-14 years 
o f  age.
her and rate o f out-of-wedlock births am ong 
teenagers 15-19 years of age increased be­
tw een 1966 and  1975, a lth o u g h  between 
1975 and 1976 the rate am ong the younger 
group 15-17 years o f age decreased for the 
first tim e in 1! yeais. In 1976, about 36 
percent o f the births to white teenagers and 
nearly  90 percen t o f the  b irths to black 
teenagers 15-17 years o f age were out-of­
wedlock. F u rtherm ore , 1976 was the first 
year tha t out-of-w edlock black b irths ex ­
ceeded 50 percent of all black births.
D ifferences in the fertility  p a tte rn s  o f 
young w hite and  black women nai rowed 
between 1966 and 1976, primarily because 
the birth rate for black teenagers 15-17 years 
o f age decreased from 1972 to 1976 twice as 
rapidly as the rate for white teenagers o f the 
same age during  the same period.
In 1976, the b irth  rates for unm arried  
black teenagers 15-17 and 18-19 years of 
age were more than 7 times greater than the 
rates for unm arried  while teenagers in the 
same age groups—74.6 versus 9.9 births per
1.000 unm arried  women and 121.6 versus
17.0, respectively. H owever, the rates for 
black teenagers 15-17 years of age have been 
decreasing since 1972, while the rales for 
white teenagers have been increasing.
T he birth rale for teenagers in 1975 was 
much higher in the United States (56.3 births 
to young women 15—19 years o f age per
1.000 young women 15-19 years of age) than 
in all selected industrialized countries except 
the G erm an Democratic Republic. In 1974, 
the birth rate for teenagers in Canada (34.7) 
was much lower than the U.S. rale in 1975. 
O ne o f the lowest birth rates for this age 
group in 1975 was in Japan (4.1).
The social and economic consequences o f 
early childbearing in the United States have 
been analyzed with the use of data from a 
national longitudinal study o f young women 
14-24 years o f age .:! One o f the most im por­
tant findings o f the study was that the age of 
a young woman at the birth of her first child 
had an im portant impact on the future of the 
young woman's educational attainm ent, es-
3 Moore. K.: Testimony on the Economic Conse­
quences o f  Teenage Childbearing. U.S. House of  Rep- 
reseniatives, Select Committee on Population, Feb. 28, 
1978. Washington, D.C. T h e  Urban Insutute, 1978.
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pecially if she was still in high school at the 
time o f the birth. T he results indicated that 
for each year a high school studen t could 
postpone her first birth she could expect to 
complete almost an additional year o f school­
ing. Educational loss was found to be greater 
fo r young w hite m others  than  fo r young 
black m others.
T h ro u g h  its direct effect on educational 
a tta inm ent, age at first b irth  is indirectly  
related to family income and poverty. Conse­
quently, women who have their first child as 
teenagers have a greater risk o f poverty and 
welfare dependency. Nearly half o f govern­
m ent expenditures th rough  the Aid to Fami­
lies with D ependent Children (AFDC) p ro­
gram  is for households contain ing women 
who had the ir first child while they were 
teen ag ers . M ore th an  th re e -f if th s  o f  the  
women in the households receiving AFDC 
had their first child while they were teenag­
ers. T h u s , the  econom ic consequences o f 
teenage childbearing are great, both fo r the 
individuals concerned and for society.
Tw o considerations tha t have an im pact 
not only on teenage birth  rates bu t also on 
fertility rates in general are the use o f contra­
ception and abortion. Changes in contracep­
tive technology, availability, and  utilization 
have m ade it easier for women to prevent 
conception and to plan the tim ing and spac­
ing o f births. Also, with the increased availa­
bility o f abortion, women have the option to 
re d u c e  th e  lik e lih o o d  o f  h ig h  risk , u n ­
planned, or unw anted births. Data from  the 
National Survey o f Family Growth show that 
from  1973 to 1976 there was a small decrease 
fro m  13.1 to 12.0 p e rc e n t in u n w a n te d  
b irths.4 For both years, the percent o f un ­
wanted births was 2.7 times g reater am ong 
black m others than am ong white m others.
In  1976, 68 percent o f currently  m arried  
women 15-44 years o f age used some m ethod 
o f contraception, and nearly 48 percent used 
one o f the most effective m ethods—oral con­
traception (the birth control pill), the in tra­
u terine device (IUD), or sterilization. A part 
from  sterilization (which had no failures re ­
corded), the pill and the IUD had the ‘‘best 
records” o f effectiveness. T h e  failure rate
4 Defined in relation l o  the pregnancy. Multiple 
births such as twins and triplets are counted only once.
per 100 women in the first year o f use was
2.0 failures fo r the pill and 4.2 failures for 
the IUD. T he  birth  control pill is still the 
most popular m ethod o f contraception, and 
it was used  by 22.4 p e rce n t o f  cu rren tly  
m arried  women 15-44 years o f  age. In  light 
o f recent controversies over health hazards 
associated with oral contraceptives, however, 
it is not surprising that the increase in pill 
use observed from  the 1960’s th rough  1973 
has come to a halt. IUD use rem ained rela­
tively constant between 1973 and 1976 at 6 
to 7 percent.
E stim ates o f  th e  use o f  c o n tra c e p tio n  
am ong never-m arried young women 15—19 
years o f age are available fo r 1971 and 1976.5 
In  1976, 35 percent o f  the unm arried  teen­
agers 15-19 years o f age had  had  sexual 
in tercou rse  com pared  with 27 p e rcen t in 
1971. According to the 1976 data, 30 percent 
o f the sexually-active unm arried  women said 
that they had  always used contraception com­
pared  with 18 percent in 1971. Use o f less 
reliable contraceptive m ethods (i.e., condom , 
douche, withdrawal, .and o ther m ethods) by 
teenagers 15-19 years o f age decreased by 
about one-th ird  (from  75 percent to 49 per­
cent) du ring  the 5-year period, while use o f 
the pill and  the IUD doubled and reached 51 
percen t.6
Similar to variations in b irth  rates between 
younger and older teenagers, use o f reliable 
contraceptive m ethods varies by age within 
th e  te en ag e  years. T h e  use o f  m edically 
effective contraception has been m ore preva­
lent am ong women 18-19 years o f  age than 
am ong the younger teenagers 15-17 years o f 
age, although the relative difference between 
the two age groups has narrow ed since 1971. 
In 1976, 61 percent o f the younger teenagers 
used the less reliable m ethods and 39 percent 
used the pill o r IUD, while only 37 percent 
o f those 18-19 years o f  age used the less 
reliable m ethods and nearly 63 percent used 
the pill or IUD.
A bout 1.2 million abortions were reported  
in 1976, alm ost 60 p ercen t m ore than  in
5 Zelnick, M. an d  K an tner, J .  F.: Sexual and  
contraceptive experience o f  young unm arried  women 
in the U nited States, 1971 and 1976. Family Planning 
Perspectives. 9(2): 55—71, M ar ./Apr. 1977.
6 M easured by m ethod used most recently.
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1973. Since the 1973 Suprem e C ourt “abor­
tion” decision, the num ber o f States in which 
abortions are perform ed legally has increased 
markedly. While New York and California 
provided half o f all reported  abortions in 
1973, they provided ju st under a th ird  in 
1976. In 1973, none or very few abortions 
w ere re p o r te d  in L ouisiana, M ississippi, 
N orth Dakota, Utah, and West Virginia, but 
by 1976, nearly every State reported  at least
1,000 abortions. Only 10 percent of abortions 
were perform ed on out-of-State residents in 
1976 com pared with 25 percent in 1973.
Based on composite figures for 1976, al­
most 379,000 abortions were ob ta ined  by 
teenagers under 20 years of age, about 1.6 
times as many as in 1973. Even though the 
num ber o f abortions am ong teenagers has 
increased, the Figures have rem ained fairly 
constan t as a p ro p o rtio n  o f all abortions 
(about one-third).
T here  are no available data on the issue of 
abortion as a contraceptive measure. How­
ever, between 1972 and 1976, there was a 
gradual increase, from 31.5 percent to 36.1 
percent, in the proportion of abortions for 
women with one or two children. There has 
also been an increase, from  34 percent to 
47 percent, in the percent o f abortions per­
form ed prior to the ninth week o f pregnancy 
when the risk o f a woman dying from com­
plications is relatively low. T he num ber of 
women who died as a result o f abortion prior 
to the ninth week was 0.6 deaths per 100,000 
abortions com pared with 26.8 at 21 weeks or 
m ore gestation.
T he abortion rate o f 20.5 abortions per
1,000 females 15-44 years o f age was much 
higher in the United States in 1976 than in 
France (12.4), the N etherlands (5.5), and 
England and Wales (10.5), but it was lower 
than in Japan  (24.9), and about the same as 
in Sweden (20.1).7
7 Countries for which comparable data are avail­
able.
154
T a b le  10. L iv e  b irth s , to ta l fe r t i l ity  ra te s , a n d  b ir th  ra te s , a c c o rd in g  to  a g e  o f  m o th e r  a n d  ra c e : U n ite d  S ta te s ,
s e le c te d  y e a rs  1 9 5 0 -7 6
(Data are based on the national vital registration system)





















Total Live births per 1,000 women
1950. .  .............. ... 3,632,000 3,090.5 1.0 81.6 196.6 166.1 103.7 52.9 15.1 1.2
1955 4,097,000 3,573.7 0.9 90.3 241.6 190.2 116.0 58.6 16.1 1.0
1960. .  ___  . 4,257,850 3,653.6 0.8 89.1 258.1 197.4 112.7 56.2 15.5 0.9
1965___ _____  .. 3,760,358 2,912.6 0.8 70.5 195.3 161.6 94.4 46.2 12.8 0.8
1970 3,731,386 2,480.0 1.2 68.3 167.8 145.1 73.3 31.7 8.1 0.5
1971 .  ______  _ . 3,555,970 2,274.6 1.1 64.7 150.6 134.8 67.6 28.7 7.1 0.4
1972 3,258,411 2,021.9 1.2 62.0 131.0 118.7 60.2 24.8 6.2 0.4
1973. .  ___  .. 3,136,965 1,895.6 1.3 59.7 120.7 113.6 56.1 22.0 5.4 0.3
1 9 7 4 . ....................... 3,159,958 1,856.6 1.2 58.1 119.0 113.3 54.4 20.2 4.8 0.3
1975. ......................... 3,144,198 1,799.0 1.3 56.3 114.7 110.3 53.1 19.4 4.6 0.3
1976 3,167,788 1,768.2 1.2 53.5 112.1 108.8 54.5 19.0 4.3 0.2
White
1950 3,108,000 2,976.8 0.4 70.0 190.4 165.1 102.6 51.4 14.5 1 0
1955 3,485,000 3,443.1 0.3 79.1 235.8 186.6 114.0 56.7 15.4 0.9
1960. .  .............. 3,600,744 3,532.9 0.4 79.4 252.8 194.9 109.6 54.0 14.7 0.8
1965........................ ... 3,123,860 2,783.4 0.3 60.6 189.0 158.4 91.6 44.0 12.0 0.7
1970 3,091,264 2,385.0 0.5 57.4 163.4 145.9 71.9 30.0 7.5 0.4
1971 2,919,746 2,168.4 0.5 53.8 145.4 134.6 65.7 26.9 6.4 0.4
1972 2,655,558 1,918.2 0.5 51.2 125.6 118.4 58.8 23.3 5.6 0.3
1973 2,551,030 1,798.3 0.6 49.3 115.4 113.7 54.9 20.7 4.9 0.3
1974 2,575,792 1,767.5 0.6 48.3 114.2 113.5 53.5 18.9 4.4 0.2
1975______________ 2,551,996 1,708.2 0.6 46.8 109.7 110.0 52.1 18.1 4.1 0.2
1976_________ _____ 2,567,614 1,679.0 0.6 44.6 107.0 108.4 53.5 17.7 3.8 0.2
All other *
1950 524,000 3,928.3 5.1 163.5 242.6 173.8 112.6 64.3 21.2 2.6
1955 613,000 4,520.2 4.8 167.2 281.6 218.2 132.6 74.9 22.0 2.1
1960 ................  . 657,106 4,522.1 4.0 158.2 294.2 214.6 135.6 74.2 22.0 1.7
1965 636,498 3,807.9 4.0 138.4 239.2 183.5 113.0 62.7 19.3 1.5
1970 640,122 3,066.7 4.8 133.4 196.8 140.1 82.5 42.2 12.6 0.9
1971 636,224 2,932.8 4.7 129.2 184.6 135.7 79.6 40.2 11.7 0.9
1972 602,853 2,650.5 4.7 125.0 164.5 120.9 69.4 34.9 10.0 0.7
1973 585,935 2,473.6 5.0 119.1 153.2 113.3 63.9 31.0 8.7 0.6
1974 584,166 2,376.8 4.7 113.3 147.4 112.3 60.7 28.9 7.6 0.5
1975 592,202 2,321.6 4.7 108.6 143.5 112.1 59.7 27.6 7.6 0.5
1976 600,174 2,276.2 4.3 102.4 141.7 111.6 60.7 27.0 7.0 0.5
Black:
1960 . . ____  . 602,264 4,541.8 4.3 156.1 295.4 218.6 137.1 73.9 21.9 1.1
1965 .................... 581,126 3,828.5 4.3 144.6 243.1 180.4 111.3 61.9 18.7 1.4
1970 .  . .  . 572,362 3,098.7 5.2 147.7 202.7 136.3 79.6 41.9 12.5 1.0
1971 564,960 2,913.6 5.1 135.1 187.3 129.0 75.1 38.8 11.6 0.9
1972 .  .  . 531,329 2,621.2 5.1 130.8 166.2 113.9 64.6 33.2 9.8 0.7
1973 512,597 2,437.0 5.4 124.5 154.6 105.9 58.6 29.2 8.6 0.6
1974 .  .  . 507,162 2,332.5 5.0 118.3 148.7 104.8 54.8 26.8 7.5 0.6
1975 511,581 2,284.0 5.1 113.8 145.1 105.4 54.1 25.4 7.5 0.5
1976____  . . . . 514,479 2,235.3 4.7 107.0 143.4 105.5 54.7 24.6 6.8 0.5
1 Sum of birth rates by age, multiplied by 5.
NOTE: Data are based on births adjusted for underregistration for 1950 and 1955; based on registered births for all 
other years. Figures for 1960, 1965, 1970, and 1971 are based on a 50-percent sample of births; for 1972-76 they are based 
on 100 percent of births in selected States and on a 50-percent sample of births in all other States. Beginning in 1970, births 
to nonresidents of the United States are excluded.
SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1976, Vol. 1. Public Health Service, 
DHEW, Hyattsville, Md. To be published.
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Table 11. Lifetime births expected by married women and percent of expected births already bom, according to age and
iace. United States, selected years 1967-76




















Total' Lifetime births expected per 1,000 married women
1967 __________ 3,115 * 2,719 2,916 2,856 3,037 3,288 3,300
1971 __________ 2,776 2,491 2,256 2,373 2,404 2,619 2,989 3,257
1972 __________ 22,678 — 2,229 2,210 2,282 2,452 2,915 3,218
1973 __________ 22,638 — 2,264 2,274 2,254 2,386 2,804 3,233
1974 __________ 2,546 2,109 2.189 2,142 2,170 2,335 2,724 3,090
1975 __________ 2,495 1,961 2,189 2,183 2,163 2,260 2,610 3,058
1976 __________ 2,442 2,033 2.163 2,122 2,145 2,202 2,536 2,994
White
1967 ___________ 23,068 ___ 2,707 2,964 2,849 3,001 3,200 3,215
1971 ___________ 2,732 2,417 2,264 2,368 2,367 2,577 2,936 3,189
1972 ___________ 22,633 — 2,240 2,188 2,268 2,420 2,842 3,155
1973 __________ 22,607 — 2,254 2,232 2,255 2,352 2,761 3,180
1974 ___________ 2,515 2,150 2,161 2,146 2,156 2,304 2,689 3,040
1975 ___________ 2,455 1,979 2,180 2,144 2,141 2,233 2,564 2,989
1976 ___________ 2,415 2,028 2,164 2,115 2,123 2,176 2,514 2.949
Black
1967 ___________ 23,657 ___ 2,522 2.969 3,407 4,257 4,226
1971 ___________ 3,304 * * 2,444 2,787 3,112 3,714 4,223
1972 ___________ 23,209 . . . * 2,409 2,469 2,830 3,749 3,986
1973 __________ 23,024 . . . * 2,194 2,243 2,799 3,332 3,945
1974 ___________ 2,913 * 2,432 2,100 2,197 2,779 3,238 3,642
1975 ___________ 3,013 * * 2,579 2,497 2,587 3,212 3,962
1976 __________ 2,794 * * 2,228 2,413 2,508 2,923 3,579
Total1 Percent of expected births already born
1967 ___________ 77.5 * 26.9 33.2 47.8 76.1 92.7 97.4
1971 ___________ 76.7 16.3 25.3 32.5 46.7 74.4 93.7 98.6
1972 ___________ 278.0 . . . 27.3 32.6 48.1 73.7 94.3 98.6
1973 ___________ 277.5 . . . 26.0 32.7 46.5 73.6 93.5 98.6
1974 ___________ 76.9 18.6 25.5 31.2 47.1 72.4 93.2 99.1
1975 ___________ 76.5 24.7 27.5 30.7 43.9 70.9 93.0 99.0
1976 ___________ 76.8 18.7 26.8 32.1 43.9 71.3 93.1 98.7
White.
1967 ___________ 276.8 24.2 30.1 46.2 75.1 92.9 97.4
1971 ___________ 76.4 15.8 23.7 31.4 45.3 74.1 93.8 98.7
1972 ___________ 277.4 . . . 25.2 30.2 47.3 73.6 94.3 98.6
1973 ___________ 277.0 . . . 24.0 30.5 44 5 73.3 93.8 99.0
1974 ___________ 76.4 18.1 23.3 30.0 45.6 71.8 93.4 9S.2
1975 ___________ 75.9 22.9 24.9 29.4 42.3 70.5 93.2 99.0
1976 ___________ 76.3 18.7 24.8 30.7 42.3 70.8 93.4 98.7
Black
1967 __________ 287.3 * 65.7 67.9 87.9 92.3 98.4
1 9 7 1 _____  ___ 80.2 * * 43.0 57.5 81.0 93.4 97.8
1972 . ________ 283.8 . . . * 52.2 58.1 75.9 94.6 99.0
1973 .  _____ 284.0 . . . * 55.5 67.0 79.0 92.7 97.8
1974 _____ 82.6 * 42.1 45.6 61.2 78.6 94.1 99.1
1975 _____ 83.0 * * 43.3 61.0 78.2 91.8 98.8
1976 ___________ 83.2 * * 48.8 60.6 78.5 92.3 99.3
1 Includes all other races not shown separately.
2 All ages 18-39 years.
SOURCES: U.S. Bureau of the Census: Population characteristics. Current Population Reports. Series P-20, Nos. 308, 
























T a b le  12. B irth  ra te s , a c c o rd in g  to  a g e  o f  m o th e r  a n d  liv e  b irth  o rd e r: U n ite d  S ta te s , s e le c te d  y e a rs  1 9 5 0 -7 6
(Data are based on the national vital registration system)
Age



















Number of first-order births per 1,000 women
33.3 0.9 57.7 80.2 37.1 14.5 5.7 1.2 0.1
32.9 0.9 63.7 90.5 33.0 11.5 4.5 1.1 0.1
31.1 0.8 61.4 87.9 26.6 8.6 3.2 0.8 0.0
29.7 0.8 51.6 75.4 24.6 7.2 2.7 0.6 0.0
34.2 1.1 53.7 78.2 31.2 7.3 2.1 0.4 0.0
32.1 1.1 50.8 69.2 30.3 7.0 1.9 0.4 0.0
29.9 1.1 49.4 61.0 29.4 7.0 1.8 0.3 0.0
23.8 1.2 47.6 56.5 30.1 7.3 1.7 0.3 0.0
28.9 1.2 46.0 56.5 32.0 7.8 1.8 0.3 0.0
28.4 1.2 44.4 54.8 32.1 8.1 1.8 0.3 0.0
27.9 1.2 42.0 53.8 32.5 8.9 1.9 0.3 0.0
Number of third-order births per 1,000 women
18.4 0.0 3.9 30.7 35.4 23.6 10.0 1.9 0.1
23.1 0.0 4.6 42.3 47.2 29.0 11.9 2.4 0.1
22.8 0.0 5.0 49.9 51.0 25.3 10.0 2.1 o.i
16.6 0.0 3.3 33.0 40.0 19.7 7.2 1.5 0.1
13.6 0.0 2.1 21.6 35.1 17.2 5.1 0.9 0.0
12.5 0.0 1.9 19.5 31.8 15.8 4.6 0.8 0.0
10.7 0.0 1.7 16.0 26.0 14.2 4.1 0.7 0.0
9.8 0.0 1.6 14.2 23.5 13.6 3.8 0.6 0.0
9.6 0.0 1.5 13.5 22.6 13.4 3.6 0.5 0.0
9.5 0.0 1.5 13.1 22.1 13.3 3.6 0.5 0.0
9.6 0.0 1.4 12.9 21.8 13.8 3.7 0.5 0.0
' Rates computed by relating total live births, regardless of age of mother, to women 15-44 years of age.
SOURCE: Division of Vital Statistics, National Center for Health Statistics: Selected data.
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(Data are based on the national vital registration system)
T a b le  13. L ive b irth s , b irth  ra tes , and  d is tr ib u tio n  o f  b irth s  to  w o m e n  u n d e r 2 5  y e a rs  o f  ag e , ac co rd in g  to  ag e  o f m o th e r  a n d  race: U n ite d  S ta tes , 1 9 6 6 -7 6
Age































Total1 Number of live births Live births per 1,000 women Percent of all live births2
1966 ______________________ 1,927,544 8,128 186,704 434,722 1,297,990 0.8 35.7 120.3 185.6 0.2 5.4 17.5 53.4
1967 ______________________ 1,915,626 8,593 188,234 408,211 1,310,588 0.9 35.3 116.7 172.9 0.2 5.6 17.2 54.4
1968 ______________________ 1,907,688 9,504 192,970 398,342 1,306,872 1.0 35.1 113.5 166.5 0.3 5.8 17.2 54.5
1969 ______________________ 1,971,570 10,468 201,770 402,884 1,356,448 1.0 35.7 112.4 165.7 0.3 5.9 17.1 54.8
1970 ______________________ 2,075,334 11,752 223,590 421,118 1,418,874 1.2 38.8 114.7 167.8 0.3 6.3 17.6 55.6
1971 _ _ ___ _ . 1,994,500 11,578 226,298 401,644 1,354,980 1.1 38.3 105.6 150.6 0.3 6.7 18.0 56.1
1972 ______________________ 1,802,545 12,082 236,641 379,639 1,174,183 1.2 39.2 97.3 131.0 0.4 7.6 19.3 55.3
1973 ______________________ 1,718,070 12,861 238,403 365,693 1,101,113 1.3 38.9 91.8 120.7 0.4 8.0 19.7 54.8
1974 ______________________ 1,716,029 12,529 234,177 361,272 1,108,051 1.2 37.7 89.3 119.0 0.4 7.8 19.2 54.3
1975 ___________________  . 1,688,556 12,642 227,270 354,968 1,093,676 1.3 36.6 85.7 114.7 0.4 7.6 18.9 53.7
1976 ______________________ 1,662,274 11,928 215,493 343,251 1,091,602 1.2 34.6 81.3 112.1 0.4 7.2 18.0 52.5
White
1966 ______________________ 1,568,898 2,666 119,800 345,312 1,101,120 0.3 26.6 108.2 180.0 0.1 4.1 15.6 52.4
1967 ______________________ 1,554,686 2,761 118,035 317,204 1,116,686 0.3 25.7 104.0 167.9 0.1 4.1 15.0 53.2
1968 ______________________ 1,542,912 3,114 121,166 305,336 1,113,296 0.4 25.6 100.5 162.1 0.1 4.3 14.8 53.0
1969 ______________________ 1,590,042 3,684 128,156 306,118 1,152,084 0.4 26.4 99.2 161.3 0.1 4.4 14.6 53.1
1970 ______________________ 1,667,808 4,320 143,646 319,962 1,199,880 0.5 29.2 101.5 163.4 0.1 4.8 15.1 54.0
1971 ______________________ 1,585,200 4,130 143,806 302,920 1,134,344 0.5 28.6 92.4 145.4 0.1 5.1 15.4 54.3
1972 ______________________ 1,408,764 4,573 150,897 283,089 970,205 0.5 29.4 84.5 125.6 0.2 5.9 16.5 53.0
1973 ______________________ 1,333,569 4,907 153,416 271,417 903,829 0.6 29.5 79.6 115.4 0.2 6.2 16.8 52.3
1974 ______________________ 1,336,658 5,053 152,257 267,895 911,453 0.6 29.0 77.7 114.2 0.2 6.1 16.5 51.9
1975 ______________________ 1,309,878 5,073 148,344 261,785 894,676 0.6 28.3 74.4 109.7 0.2 6.0 16.3 51.3
1976 ______________________ 1,286,548 5,054 139,901 253,374 888,219 0.6 26.7 70.7 107.0 0.2 5.6 15.5 50.1
Black
1966 ______________________ 335,596 5,370 64,922 84,818 180,486 4.2 97.9 219.2 227.9 1.0 12.6 27.8 60.1
1967 _____________________ 337,682 5,742 68,133 86,410 177,397 4.4 99.5 213.4 211.9 1.1 13.6 29.5 62 1
1968 _ J 339,286 6,312 69,594 87,986 175,394 4.7 98.2 206.1 199.8 1.2 14.3 30.9 63 9
1969 _ _ _ . 352,928 6,650 71,020 90,918 184,340 4.8 96.9 202.5 198.0 1.2 14.3 31.0 65 0
1970 _____________________ 376,648 7,274 76,882 94,944 197,548 5.2 101.4 204.9 202.7 1.3 14.7 31.3 65.8
1971 _ 376,702 7,264 79,238 92,446 197,754 5.1 99.7 193.8 187.3 1.3 , 15.3 31.7 66.7
1972 _____________  _ 361,049 7,363 82,217 90,132 181,337 5.1 99.9 181.7 166.2 1.4 16.9 33.8 68 0
1973 __________ . . .  . . . 351,290 7,778 81,158 87,615 174,739 5.4 96.8 169.5 154.6 1.5 17.4 34.4 68.5
1974 _________________  . . . 345,581 7,291 77,947 86,483 173,860 5.0 91.0 162.0 148.7 1.4 16.8 33.9 68.1
1975 _____  ___________ 344,274 7,315 74,946 86,098 175,915 5.1 86.6 156.0 145.1 1.4 16.1 32.9 67.3
1976 _____________________ n 339,499 6,661 71,429 82,507 178,902 4.7 81.5 146.8 143.4 1.3 15.2 31.2 66.0
1 Includes all other races not shown separately.
2 Base of percent includes births to all women regardless of age.
SOURCE: Division of Vital Statistics, National Center for Health Statistics: Selected data.
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(Data are based on the national vital registration system)
T a b le  14. L ive  b irth s  a n d  b irth  ra te s  fo r  u n m a rr ie d  w o m e n  a n d  ra tio s  o f b irth s  to  u n m a rr ie d  w o m e n  to  to ta l liv e  b irth s , fo r  w o m e n  u n d e r  2 5  y e a rs  o f ag e ,
a c c o rd in g  to  a g e  a n d  race: U n ite d  S ta tes , 1 9 6 6 -7 6
Age


























































1967 _________ 246,000 70,900 73,500 101,600 23.5 13.9 27.8 38.1 129.0 376.7 180.1 77.5
1968 _________ 265,900 77,900 80,200 107,900 24.3 14.7 30.0 37.2 140.1 403.7 201.3 82.6
1969 _________ 285,100 83,300 84,900 116,900 25.1 15.2 31.5 37.3 145.4 412.8 210.7 86.2
1970 __________ 317,100 96,100 94,300 126,700 26.9 17.1 32.9 38.4 153.7 429.8 223.9 89.3
1 9 71__________ 319,200 100,800 93,200 125,200 26.2 17.6 31.7 35.6 161.0 445.4 232.0 92.4
1972 _________ 321,900 108,500 93,700 119,600 25.9 18.6 31.0 33.4 179.8 458.5 246.8 101.9
1973 _________ 323,900 111,300 93,500 119,100 25.5 18.9 30.6 31.8 189.9 466.9 255.7 108.2
1974 __________ 333,400 113,000 97,700 122,700 25.6 19.0 31.4 30.9 195.7 482.5 270.4 110.7
1975 __________ 356,600 116,800 105,800 134,000 26.5 19.5 32.8 31 6 212.8 513.9 298.1 122.5
1976 ___________ 370,300 116,400 108,500 145,400 26.7 19.3 32.5 32.2 224.4 540.2 316.1 133.2
White
1966 ___________ 103,200 23,400 34,100 45,800 11.7 5.4 14.3 22.6 65.9 195.3 98.8 41.6
1967 ___________ 112,900 24,800 35,500 52,500 12.5 5.6 15.4 23.0 72.7 210.1 111.9 47.0
1968 ___________ 124,200 28,400 38,900 56,800 13.2 6.2 16.8 23.0 80.7 234.4 127.4 51.0
1969 ___________ 131,000 30,800 39,500 60,700 13.5 6.6 17.0 23.0 82.6 240.3 129.0 52.7
1970 ___________ 141,500 36,200 43,200 62,100 14.1 7.5 17.6 22.5 85.1 252.0 135.0 51.8
1971 ___________ 131,400 36,200 39,900 55,300 12.7 7.4 15.9 18.8 83.1 251.7 131.7 48.8
1972 ___________ 128,100 39,900 38,700 49,500 12.2 8.1 15.1 16.7 91.2 264.4 136.7 51.0
1973 ___________ 129,400 42,400 38,700 48,300 12.1 8.5 15.0 15.6 97.4 276.4 142.6 53.4
1974 ___________ 134,600 44,800 40,200 49,600 12.3 8.9 15.4 15.2 101.1 294.2 150.1 54.4
1975 ___________ 148,400 48,900 45,000 54,500 13.2 9.7 16.6 15.7 113.7 329.6 171.9 60.9
1976 ___________ 156,500 50,000 47,600 58,900 13.6 9.9 17.0 16.0 122.1 357.4 187.9 66.3
Black
1966 ___________ . . . _ __ . . . __ __ . . . __ --- — — ___
1967 ___________ ... ... ... ... — — ... — — ... —
1968 _ _ ... — ... — — --- — — --- —
1969 ___________ 148,500 51,200 43,900 53,500 100.4 72.3 129.1 125.3 428.8 720.9 482.9 290.2
1970 ___________ 169,700 58,400 49,500 61,800 107.2 77.9 136.4 131.5 459.4 759.6 521.4 312.8
1971 ___________ 181,900 63,100 51,800 67,000 108.9 80.9 136.3 131.1 492.4 796.3 560.3 338.8
1972 ___________ 186,900 66,600 53,200 67,000 106.1 82.9 129.8 122.0 528.4 810.1 590.2 369.5
1973 ___________ 187,400 67,000 52,900 67,500 102.7 81.9 123.0 117.2 545.5 825.6 603.8 386.3
1974 . . .  .  _ 191,000 66,100 55,200 69,700 100.5 79.4 124.9 111.2 564.6 848.0 638.3 400.9
1975 ___________ 199,300 65,500 58,200 75,600 100.2 77.7 126.8 109.9 591.5 874.0 676.0 429.8
1976 ___________ 205,000 64,100 58,500 82,400 97.9 74.6 121.6 109.3 615.9 897.4 709.0 460.6
1 Includes all other races not shown separately. ,
SOURCE: Division of Vital Statistics, National Center for Health Statistics: Selected data.
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Table 15. Fertility, including teenage fertility, according to selected measures: Selected countries, 1971 and 1975














































Canada _____ 362,187 68.6 11.6 39.0 345,645 59.2 11.5 34.7
United States ____ 3,555,970 71.5 18.0 64.7 3,144,198 59.1 18.9 56.3
Sweden _____ 114,484 62.0 8.1 34.6 103,632 56.3 7.3 28.9
Enqland and Wales 783,155 71 6 10 6 50.4 639,885 58.5 10.7 40.5
Netherlands _ 227,180 72.7 5.4 22.3 177,876 53.9 4.1 12 6German Democratic Republic 234,870 59.5 21.8 80.0 181,798 45.3 21.8
German Federal Republic 778,526 54.3 9.1 35.8 600,512 41.2 7.8 21.4
France ____ 881,284 72.9 6.4 27.7 799,217 64.5
Switzerland 96,261 62.8 5.0 21.9 78,464 49.9 4.5 15 1
Italy ____  . 906,182 68 7 9.4 44.4 887,307 66.7
Israel ____ 85,899 119 0 7 2 41.2 95,628 117 3 7.2 43.7Japan ______ 2,022,204 68 3 0 1 4.7 1,901,440 62.6 0.8 4.1
Australia _______ 276,362 90 3 11.0 56.3 245,177 76.4 10.7 45 2
1 Data for Canada, England and Wales, France, Italy, and Australia are for 1974.
NOTE: Countries are grouped by continent
SOURCES: United Nations: Demographic Yearbook 7975 and 1976. Pub. No. ST/ESA/STAT/SER.R/4 New York. United Nations, 1976 and 1977; World Health 
Organization: World Health Statistics, 1977. Vol. 1. Geneva. World Health Organization, 1977; World Health Organization: Selected data- National Center for Health 
Statistics: Final natality statistics, 1975.Monthly Vital Statistics Report. Vol. 25, No. 10. DHEW Pub. No (HRA) 77-1120. Health Resources Administration. Washington 
U.S. Government Printing Office, Dec. 30, 1976.
T a b le  16 . Le g a l a b o r tio n s , a b o rtio n  ra tes , a n d  a b o rtio n  ra tio s : S e le c te d  c o u n trie s , s e le c te d  y e a rs  1 9 7 3 -7 6
(Data are based on reports by selected international organizations}








1,000 live births 
and abortions
Canada
1973 . . .  _ .  . 43,200 8.8 127 113
1974 ...................... .........  __ 48,200 9.6 136 120
1975 _____  ________  __ . . 49,300 9.5 — . . .
United States4
1973 ____________________________ 615,800 13.6 198 165
1974 . . .  _______________________ 763,500 16.5 240 193
1975 __ _______________________ 854,900 18.1 273 215
1976 ____________________________ 988,300 20.5 302 232
Japan
1973 . . .  _______________ 700,500 26.3 340 254
1974 ___ ______________________ 679,800 25.5 346 257
1975 ____________________________ 651,600 24.4 347 258
1976 ____________________________ 664,100 24.9 — . . .
France
1976 .  . .  _. 133,600 12.4 —
German Democratic Republic
1973 _ .  . . .  . .  . .  . . . 110,800 32.2 619 383
1974 99,700 28.8 553 256
1975 .  _______ ______________ 87,800 25.2 485 327
German Federal Republic
1973 ______________ 13,000 1.1 21 20 ■
1974 _ _ _____  . 17,800 1.4 29 28
Netherlands3
1973 20,000 7.1 107 97
1974 17,000 6.0 93 85
1975 16,000 5.5 92 83
1976 16,000 5.5 . . . . . .
Sweden
1973 . 26,000 16.3 237 192
1974 ____________________ .'_____ 30,600 19.2 284 221
1975 _________________________ 32,500 20.3 325 245
1976 _ ________________________ 32,400 20.1 . . . . . .
England and Wales3
1973 __________________________ 110,600 11.7 170 145
1974 .  ________________________ 109,400 11.5 175 149
1975 __________■________________ 106,200 11.1 179 152
1976 ____________________________ 101,000 10.5 —
1 All numbers are rounded to the nearest 100.
2 Number of abortions per 1,000 women 15—44 years of age.
3 The reference period for the live births (denominator of ratio) is 6 months later than the reference period for the 
abortions.
4 Abortions reported to the Center for Disease Control. .
5 Data are for residents only. In addition, 84,000 abortions were provided for nonresidents.
0 Data are for residents only. In addition, between 1973 and 1976, 171,000 abortions were provided for nonresidents.
SOURCE: Population Council: Induced abortion, 1977 supplement, by C. Tietze. Reports on PopulationIFamily Planning, 
No. 14, 2nd ed. New York. Population Council, Inc., Dec. 1977; National Center for Health Statistics: Data computed by the 
Division of Analysis from data compiled by the Division of Vital Statistics and by the Center for Disease Control.
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162 Table 17. Contraceptive use by currently married women 15-44 years of age, according to method of contraception, race, and age: United States, 1965, 1970,1973, and 1976
(Data based on household interviews of samples of married women in the childbearing ages)












sterilized Pill IUD Diaphragm Condom
All
other
ALL RACES' Percent using contraception
15-44 years
1965 ______________ 24,710 63.9 4.5 3.3 15.3 0.7 6.3 14.0 19.8
1970 ______________ 25,577 65.0 5 5 5.1 22.3 4.8 3.7 9.2 14.4
1973 ______________ 26,646 69.7 8 6 7.8 25.1 6.7 2.4 9.4 9.7
1976 ______________ 27,185 68.0 29 6 29 7 22 4 6.1 2.9 7.2 10.1
15-24 years
1965 ______________ 5,324 59 8 0.8 0.9 29 2 1 1 2.6 9.4 15.8
1970 ______________ 6,212 63 4 0.6 0.8 37 1 5.6 1.6 5.7 12.0
1973 ______________ 5,977 68 8 2.6 1.5 44.9 7.2 1.1 5.7 6.0
1976 ______________ 5,941 68.0 22.5 21 0 42.9 6 2 2 5 4.9 7.9
25-34 years
1965 ______________ 9,316 68.3 4 7 3.7 17 2 0 9 6.0 15 9 19.9
1970 ______________ 10,484 68.6 5 4 5.0 23.8 6 6 3.8 9.2 14.8
1973 ______________ 11,311 73.0 8.3 8.2 25.7 9.0 2.3 9.7 9.6
1976 ______________ 12,014 71.0 210.6 29.2 23 3 7.2 3 1 7 5 10.1
35-44 years
1965 ______________ 10,070 61 9 63 4.1 6 1 04 8.6 14.7 21.7
1970 ______________ 8,881 61.9 9.1 8.1 10.0 2.2 5.0 11.7 15.8
1973 ______________ 9,358 66.4 12 9 11.3 11 8 3.5 3.4 11.5 12.0
1976 _____________ J 9,230 64.1 213.0 215 9 7.9 4.6 3.0 8.3 11.4
WHITE
15-44 years
1965 ______________ 22,382 64 9 4.1 3.5 15 6 0 7 6.8 14.5 19.7
1970 ______________ 23,220 65.7 4.9 5.5 22.4 4.8 3.8 9.7 14.6
1973 __________ 24,249 70.7 8.2 8.4 25 1 6.6 2 5 10.0 9.9
1976 __________ 24,518 69.1 29 7 210.5 22 5 6.1 3.0 7.4 9.9
15-24 years
1965 _ __________ 4,724 59.6 0.6 1.0 30.7 0.9 2 6 9.2 14.6
1970 ______________ 5,595 63.8 0.4 0.8 37.6 5.3 1.7 5.9 12.1
1973 ______________ 5,384 69.2 2.4 1.7 44.5 7.2 1.2 6.1 6.1



























8,387 ' 69.4 4.3 4.0 17.3 0.8 6.5 16.3 20.2
9,578 69.0 4.9 5.4 23.7 6.6 3.9 9.7 14.8
10,347 73.7 8.2 8.6 25.8 8.9 2.4 10.1 9.8
10,840 71.9 210.9 210.0 23.2 7.1 3.2 7.6 9.9
35-44 years
9,271 63.2 5.6 4.4 6.3 0.4 9.1 15.6 21.8
8,047 63.5 8.2 8.9 10.2 2.3 5.2 12.4 16.3
8,518 67.9 11.9 12.3 12.0 3.5 3.6 12.3 12.3
8,339 65.3 212.7 217.1 7.8 4.6 3.0 8.6 11.4
BLACK 
15-44 years
2,091 57.2 8.3 0.3 12.4 1.7 2.9 9.7 21.9
2,031 59.2 11.4 0.6 22.1 4.5 3.1 4.0 13.4
2,081 60.3 14.0 1.0 26.3 7.6 1.2 3.2 7.0
2,145 58.4 *11.0 21.9 22.1 6.1 1.8 4.5 11.0
15-24 years
555 61.5 1.9 0.4 17.1 3.5 1.9 10.9 25.8
506 60.5 1.0 0.0 35.9 6.2 1.5 4.1 11.8
547 66.2 4.3 0.1 48.6 7.9 0.1 1.4 3.9
504 58.6 23.7 20.3 35.8 5.8 0.2 3.4 9.4
25-34 years
794 62.8 7.9 0.3 17.1 1.9 2.7 12.8 20.1
787 67.3 11.2 0.7 26.4 5.6 3.6 3.6 16.2
819 63.8 11.4 1.8 27.1 10.7 1.8 3.1 7.9
900 62.2 2 9.3 2 0.4 26.1 7.1 1.7 •5.5 12.1
35-44 years
742 47.9 13.4 0.3 3.8 0.0 3.8 5.5 21.1
738 49.4 18.7 1.1 8.1 2.1 3.5 4.2 11.7
715 . 51.9 24.3 0.9 8.2 4.0 1.4 4.7 8.4
741 53.6 218.1 24.8 7.7 5.0 2.9 4.1 10.9
1 Includes all other races not shown separately.
2 Due to changes in wording of the question on contraceptive intent of sterilization operations in the 1976 survey, estimates of contraceptive sterilization in 
1976 should be considered conservative.
NOTE: The 1965 and 1970 data are from the National Fertility Studies and the 1973 and 1976 data are from the National Survey of Family Growth.
SOURCES: National Center for Health Statistics: Data computed from data compiled by Westoff, C.F.: Trends in contraceptive practice, 1965-1973. Family 
Planning Perspectives 8(2):54-57, Mar.-Apr. 1976; Unpublished data from the 1976 National Survey of Family Growth.
T a b le  18. Lega l a b o rtio n s , a c c o rd in g  to  s e le c te d  c h a ra c te ris tic s  o f th e  p a tie n t o r  o f  th e  p ro c e d u re : U n ite d  S ta tes , 1 8 7 2 -7 6
(Data are based on reporting by State health departments and by facilities)
Selected characteristic
Year
1972 1973 1974 1975 1976
Number of legal 
abortions reported
Center for Disease Control___ 586,760 615,831 763,476 854,853 988,267
Alan Guttmacher Institute___ 744,600 898,600
Percent distribution
1,034,200 1,179,300
Total__________ ___ 100.0 100.0 100.0 100.0 100.0
Age
Under 20 years ___________ 32.6 32.7 32.7 33 1 32.1
20—24 years _____________ 32.5 32.0 31.8 31.9 33.3
25 years and o ver__________ 34.9 35.3 35 6 35.0 34.6
Color
White ___ ___ _ _ 77.0 72.5 69.7 67.8 66.6
All o th e r_______  . __ 23.0 27.5 30.3 32.2 33.4
Marital status
Married ________ _ ___ _ 29 7 27.4 27.4 26 1 24.6
Unmarried . 70.3 72.6 72.6 73 9 75.4
Number of living children
0 ________________________ _ 49.4 48.6 47.8 47 1 47.7
1_____________  ______ ____ 13.2 18.8 19.6 20 2 20.7
2 __________________________ 13 3 14.2 14.8 15.5 15.4
3 __________________________ 8 7 8.7 8.7 8.7 8.3
4 ________________________ 5.0 4.8 4.5 4.4 4.1
5 or more . . 5.4 4.9 4.5 4.2 3.8
Location of abortion facility
In State of residence .. 56.2 74.8 86.6 89.2 90.0
Out of State of residence ___ 43.8 25 2 13.4 10.8 10.0
Procedure
Curettage . . .  . 88.6 88.4 89.7 90.9 92.8
Suction ____ . 65.2 74.9 77.5 82.6 82.6
Sharp ____ _____ 23.4 13.5 12.3 8.4 10.2
Intrauterine instillation . 10.4 10.4 7.8 6.2 6.0
Hysterotomy or hysterectomy. 0.6 0.7 0.6 04 0.2
Other ___ _ ____  _ __ . 0.5 0.6 1.9 2.4 0.9
Period of gestation
Under 9 weeks . . .  ____ 34.0 36.1 42.6 44.6 47.0
9-10 weeks- __  .. . 30.7 29.4 28.7 28.4 28.0
11-12 w e e k s________  __ 17.5 17.9 15.4 14.9 14.4
13-15 weeks ______  . . . 8.4 6.9 5.5 5.0 4.5
16-20 weeks ._ ___ 8.2 8.0 6.5 6.1 5.1
21 weeks and over _____ 1.3 1.7 1.2 1.0 0.9
NOTE- Percent distributions exclude cases for which selected characteristic was unknown and are based on abortions 
reported to the Center for Disease Control.
SOURCE: Center for Disease Control: Abortion Surveillance, 1976. DHEW Pub No. (CDC) 78-8276. Public Health 
Service. Washington U.S. Government Printing Office, Apr. 1978; Sullivan, E., Tietze, C., and Dryfoos, J.: Legal abortions in 
the United States, 1975-1976. Family Planning Perspectives 9(3):116-129, May-June 1977; The Alan Guttmacher Institute: 
Personal communication, 1978.
164
T a b le  19 . L e g a l a b o rtio n s , a b o r t io n -re la te d  d e a th s  a n d  d e a th  ra te s , a n d  re la t iv e  risk o f  d e a th , a c c o rd in g  to  p e rio d  o f
g e s ta tio n : U n ite d  S ta te s , 1 9 7 2 -7 6













Total . . 3,809,187 116 3.0
Under 9 weeks . 1,593,649 10 0.6 1.0
9-10 weeks _______  . 1,100,484 19 1.7 2.8
11-12 weeks ________ 600,357 17 2.3 4.7
13-15 weeks .  _ j 216,983 17 7.3 13.0
1S-20 w e e k s __________ 249,161 40 16.1 ' 26.8
21 weeks and o v e r_____ 48,553 13 26.8 44.7
1 Relative risk based on the index rate of 0.6 for the gestation period under 9 weeks.
SOURCE: Center for Disease Control: Abortion Surveillance, 1976. DHEW Pub. No. (CDC) 78-8276. Public Health 
Service. Washington. U.S. Government Printing Office, Apr. 1978.
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C. Mortality
T he crude death  rate in the U nited States 
attained the lowest level in its history in 1975 
and 1976, 8.9 deaths per 1,000 population. 
T he prelim inary 1977 data indicate a fu rth er 
decrease to 8.8.
W ith th e  excep tio n  o f  ep idem ic  years, 
dea th  rates in the U nited  States declined 
fairly steadily d u rin g  the first ha lf o f  this 
century. A fter a slight rise in the m id-1950’s 
to m id-1960’s, the rates resum ed a downward 
trend . From  1970 to 1976, the greatest rela­
tive decreases in death rates were for chil­
d ren  u n d er 10 years o f age and adults 30-44 
years o f age.
D eath rates are  low er fo r w hite people 
than  for black people from  infancy th rough  
75-79 years o f age. At 80-84 years o f age an 
o ften -n o ted  “crossover” occurs and  dea th  
rates are h igher for white people than for 
b lack  p e o p le  a n d  a p p e a r  to  re m a in  so 
th rough  the oldest ages. A lthough various 
hypotheses have been offered to explain this 
phenom enon, none have been supported  by 
conclusive evidence.
T h e  Social Security  A d m in istra tio n  has 
p repared  a set o f mortality projections, and 
based on th e ir  assum ptions, m ortality  d e ­
creases by the year 2000 will be greatest for 
infancy and  early childhood. They also will 
be greater fo r females than for males, im ply­
ing a continuation o f the w idening o f the sex 
differential in mortality. By 2000, mortality 
rates for males 15-34 years o f  age are ex­
pected  to rise  as a re su lt o f  a p ro jec ted  
increase in deaths due to accidents, suicides, 
and homicides for these ages .* 1 M ore certain 
is the projected rise in the crude death  rate 
because o f increasing proportions o f the el­
derly in the total population. By the year 
2000, the crude death  rate  is projected to 
reach 10.2 per 1,000 population.
N O TE: Unless otherw ise noted , data are from  
the ongoing  data-collection systems o f  the  N ational 
C enter fo r H ealth  Statistics. In  m any instances the data 
have been published in the Vital and Health Statistics 
series.
1 Office o f  the Actuary: U nited States population 
projections fo r O A SD H I cost estim ates, by F. R. Bayo, 
H. W. Shim an, and B. R. Sobus. Actuarial Study No. 76. 
D H EW  P ub . N o. (S S A )7 7 -1 1522. Social S ecu rity  
A dm inistration. Baltimore, Md., Ju n e  1977.
Knowledge o f changes in specific rates— 
th a t is, ra tes specific fo r  any n u m b e r o f  
population characteristics, such as sex, race, 
and age—is useful fo r the health  p lanner. 
Geographic- differences in age o r race spe­
cific mortality rates may signal a need for 
new o r m odified  health  care services and  
facilities and  may direct attention to possible 
environm ental problem s associated with spe­
cific localities.
A large p a rt o f  the change in the death  
ra te  from  one ca lendar year to  the  next, 
how ever, is because o f  th e  ch an g in g  age 
structure o f  the population. For an analysis 
o f trends over time, it is advantageous to look 
at the age-adjusted death  rate, a sum m ary 
statistic useful fo r m aking annual com pari­
sons. T he rate shows w hat the level o f m or­
tality would be if  no changes occurred in the 
age com position o f the population from  year 
to year. From  the beginning o f this century, 
the age-adjusted death  rate  decreased by 53 
percent from  17.8 in 1900 to 8.4 in 1950, 
and  then  by ano ther 25 percen t to 6.3 in 
1976. I f  the  decrease from  1950 to 1976 
were m easured only by the crude rate, how­
ever, the decrease would be about 7 percent, 
a figure tha t does not reflect the m agnitude 
o f the  true  m ortality decline.
Ever since m ortality  statistics have been 
collected in m ost parts  o f  the  w orld, two 
phenom ena have been evident. T h e  age-ad­
ju sted  death  rates for males have been higher 
than  the rates fo r females, and  the death  
rates for white people have been lower than  
the rates fo r all o ther people.
In  looking at U.S. data , the  “all o th e r” 
category is com posed prim arily o f black peo­
ple, and most o f  the deaths in the “all o ther” 
category refer to black deaths. T he  rem ain­
ing races in the “all o th e r” category include 
Indians, Chinese, Japanese, and  others and 
when com bined have a lower m ortality rate 
than the white population.
T he relative difference between the age- 
ad justed  ra tes fo r males an d  fem ales has 
been increasing over time. In  1900, death  
rates for males were only about 9 percent 
g reater than  fo r females; by 1950, the d iffer­
ence h ad  grow n to 45 p e rce n t. In  1976, 
m ortality for males was 80 percen t h igher 
than  fo r fem ales. O n the o th e r hand , the
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difference between color groups had been 
n arrow ing  slowly. M ortality rates fo r the 
w hite p o p u la tio n  w ere abou t 37 p e rcen t 
lower than rates for all o ther people in 1900; 
by 1976, the difference was reduced to about 
28 percent.
T h e  ex p ec ta tio n  o f  life at b ir th  is an 
indicator that summarizes leyels o f mortality. 
For a person born in 1976, it was 25.5 years 
m ore than for someone born in 1900, with 
life expectancy increasing from 47.3 years to
72.8 years. M ore than  80 percent o f this 
increase occurred between 1900 and 1950. 
The major factor related to the trem endous 
gain du ring  the first 50 years o f this century 
was the decrease in mortality from infectious 
and parasitic diseases which for the most part 
affected infants and young children. Since 
1950, 4.6 years have been ad d ed  to life 
expectancy at birth.
Expectation o f life at birth is influenced 
heavily by mortality rates for infancy and 
childhood. Just as most o f the selected indus­
trialized countries had lower infant mortality- 
rates, they also had higher life expectancies 
at birth than the United States. O f the 12 
countries selected for com parison, only in the 
G erm an Democratic Republic was life expect­
ancy at birth in 1976 for men lower than in 
the  U nited  States. O nly in E ng land  and 
Wales and the G erm an Democratic Republic 
was life expectancy at birth  for women in 
1976 lower than it was for women in the 
United States. At 65 years of age, however, 
the position of the United States was practi­
cally reversed. Women at 65 years o f age in 
the United States could expect to live as long 
as or longer than women in all o ther selected 
developed countries. Life expectancy for men 
at 65 years o f age also co m p ared  m ore 
favorably with o ther countries than did life 
expectancy at birth. This reflects the fact that 
the excess in mortality rates for men in the 
United States, as com pared to o ther coun­
tries, is greater in childhood and early adult­
hood but less marked at older ages.
Infan t mortality rates are useful for identi­
fying prob lem s with the  health  status o f 
infants and m others and possible problems in 
the delivery o f health care and related serv­
ices to these groups in the com munity. At the 
beginning o f the 20th century in the United
States and as late as 1918, the available data 
indicate that 1 in 10 infants died in the first 
year of life. Not until 1950 did the infant 
mortality rate fall below 30 deaths per 1,000 
live births. A lthough the black infant m ortal­
ity rate was still almost twice as high as the 
white in fan t m ortality  ra te  in 1976, 25.5 
versus 13.3, the rates for both races have 
been declining over the past quarte r o f a 
century.
Com parable decreases have been noted in 
late feta! mortality. The trend  in perinatal 
mortality reflects the declining risks in both 
the late fetal and early infancy period. The 
perinatal mortality rate decreased by nearly 
50 percent between 1950 and 1976 from  32.5 
to 16.7 perinatal deaths per 1,000 live births 
and late fetal deaths.
A num ber o f factors may have worked 
together to bring about the reductions in 
in fan t and  p e rin a ta l m ortality : (1) m ore 
women receiving prenatal care early in preg­
nancy, (2) a decreasing pioportion  o f higher 
o rder, thus higher risk births, (3) advances in 
medical science, particularly in neonatalogy, 
(4) increasing availability o f the most m odern 
care through regional perinatal centers. (5) 
im provem ents in contraceptive utilization, al­
lowing women to time and space their preg­
nancies m ore effectively, thereby reducing 
the proportion of high risk births, (6) increas­
ing legal abortion rates, (7) the availability of 
program s to im prove the nutrition o f preg­
nant w'ornen and infants, and (8) general 
im provem ents in socioeconomic conditions.
Infant mortality rates in the United States 
do not com pare favorably with rates in other 
selected industrialized nations. In both 1971 
and 1976, 9 of the 12 selected industrialized 
countries had lower infan t m ortality rates 
than the United States. T he 1976 rates in 
Sweden and in Japan were 8.7 and 9.3 infant 
deaths per 1,000 live births, respectively, and 
they were substantially low-er than the U.S. 
rate o f 15.2. Even if only the infant mortality 
rate for the U.S. white population is used, 
the  ra te  is still h ig h e r than  the  ra tes in 
Sweden, the N etherlands, France, Switzer­
land, and Japan . T he LJ.S. perinatal mortality 
ratio  com pared  som ew hat m ore favorably 
with other countries, but this may partly be
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the result o f international differences in dis­
tinguishing between fetal and infan t deaths.
For about the  past th ree  decades, h eart 
disease and cancer have accounted for m ore 
than  50 percent o f all deaths in the United 
States. In  1976, 58 percent o f all deaths were 
caused by these two categories o f diseases. 
T he  increase in the p roportion  o f all m ortal­
ity accounted for by heart disease and  cancer 
can be attributed, in part, to the aging o f the 
population, decreases in m ortality from  infec­
tious and certain o ther categories o f disease, 
changes in cause o f death  reporting, and, for 
some cancer sites, to a true  increase in the 
incidence o f the disease.
H eart disease continues to be the leading 
cause o f death  in the U nited States and as 
such is the dom inant influence on total m or­
tality rates. In  1976, th e re  w ere 724,000 
deaths from  diseases o f the heart, 35 percent 
m ore than  in 1950 but almost 2 percent less 
than  in 1970. T h ro u g h o u t the first half o f 
this century, the death  rate for h eart disease 
rose con tinually  and  p eaked  in  th e  early  
1960's. I t has since been declining. Between 
1960 and 1976, despite an aging population, 
the death  rate  decreased 9 percen t to 337 
deaths per 100,000 population. D uring  that 
period, the mortality rate fo r each 5-year age 
group from  25-69 years o f age decreased by 
m ore than  25 percent, while for each suc­
ceeding age group  th rough  85 years o f  age 
an d  over th e  d ec lin e  was m o re  th a n  19 
percent.
H eart disease mortality, like total mortality, 
is h igher fo r males than for females. Between 
1950 and 1976, the ratio o f age-specific heart 
disease death  rates fo r white males to the 
rates for white females increased for nearly 
every age group. In  1976, the death  rates for 
white males 40-44 th rough  50-54 years o f 
age were m ore than  4 times the rates for 
white females in the same age groups.
H ea rt disease m ortality  also affects the 
white and black populations differently. In 
1976, the m ortality rate for white males was 
m uch higher than  the rate for black males. 
Nearly all o f the differences, however, could 
be accounted for by the o lder age distribution 
o f the white population. T h a t is, if the black 
population had had the same age distribution 
as the white population, the m ortality rate
fo r black p eop le  w ould  have been  fairly  
similar to the rate for white people.
Ischemic h eart disease mortality, which in ­
cludes about 90 percent o f  all h eart disease 
mortality, decreased by 11 percen t between 
1968 and 1976.2 Excluding changes in the 
age distribution o f the  population over the 8- 
year period , the decline w ould have been 
close to 28 percent. For persons 65 years o f 
age an d  o ver, th e  ra te  d e c re a se d  by 16 
percent, to 2,166 deaths p e r 100,000 popula­
tion. T he  rate for white males 65-69 years o f 
age decreased by 20 percent to 1,403 and  for 
blacks males by 29 percent to 1,236 deaths 
per 100,000 population.
For each year 1970 th ro u g h  1975, age- 
adjusted death  rates fo r ischemic h eart dis­
ease for males and  females w ere h igher in 
the U nited States than  they w ere in o ther 
selected industria lized  countries includ ing  
Sweden, E ngland  and  W ales, th e  N e th e r­
lands, Canada, the G erm an Federal Republic, 
Switzerland, and  Japan . Ischemic h eart dis­
ease mortality rates in Jap an  are m uch lower 
than  in the o ther selected countries. Some o f 
the wide variation is a ttribu ted  to the low 
cholesterol diet o f the Japanese people, and 
some to the classification o f  sudden deaths as 
stroke ra th e r than  h eart disease. A lthough 
fo r m ost selected countries the rates were 
relatively stable o r showed a slight increase 
d u ring  the 5 years, the m ortality rates from  
ischemic h eart disease for the U nited States 
decreased.
Between 1950 and  1976, the dea th  rate  
from  all m alignant neoplasm s increased by 
26 p e rc e n t fro m  140 to  176 d ea th s  p e r
100,000 p e rso n s , w hile th e  a g e -a d ju s ted  
d ea th  ra te  increased  by only 5.5 p e rce n t 
du ring  these 26 years. I t is apparen t, th e re ­
fore, tha t changes in the  age d istribu tion  
accounted for a large portion  o f  the increase 
in the dea th  rates. C ancer usually strikes 
m iddle-aged and older people, although rel­
ative to o ther causes o f  death , cancer still 
ranked in the leading th ree  causes o f  death  
for children 1-4 and  5-14 years o f age in 
1976. From  1950 to 1976, cancer mortality
2 Because o f  revisions in the In ternational Clas­
sification o f  Diseases, tim e tre n d  d a ta  fo r  ischem ic 
h ea rt disease mortality are only available since 1968.
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for people under 45 years o f age decreased, 
while for each succeeding 5-year age group, 
from  45-49 to 80-84 years o f age, cancer 
mortality increased. For those 65 years of age 
and over, death rates for cancer increased 15 
percent in the 26-year period from  851 to 
979 deaths per 100,000 persons.
In  1976, the death  rate  for cancer was 
highest for white males (199) and lowest for 
females o ther than white (118). T he risk of 
can cer m orta lity  in c reased  m ost no tab ly  
am ong black males from 1950 to 1976. T he 
age-specific death rates increased du ring  the 
26 years for each 5-year age group beginning 
with 35-39 years of age. At 65 years o f age 
and over, the rate for black males more than 
doubled to 1,475 deaths per 100,000 popula­
tion. A m ong females, on the o ther hand, 
from  1950 to 1976, the age-specific rates for 
white people decreased for all but one 5-year 
age group, and for black people the rates 
decreased for those under 65 years o f age 
and increased for those 65 years o f age and 
over.
Nearly one-fourth  o f all cancer mortality in 
1976 was caused by cancer o f the respiratory 
system, and m ore than 95 percen t o f the 
respiratory cancer was cancer o f the trachea, 
bronchus, and lung. For deaths am ong males 
from cancer in the United States, lung cancer 
was the most prevalent cause. In the past 
quarter o f a century, mortality from  cancer 
of the respiratory system tripled, increasing 
from 14 deaths per 100,000 population in 
1950 to 43 in 1976. T he age-adjusted rate 
m ore  th an  d o u b le d  d u r in g  th is p e rio d . 
Among black people, the death rate more 
than quadrupled  during  this period.
As with all cancer m ortality, respiratory 
cancer mortality rises sharply with age. Be­
tween 1950 and 1976, the death  rate for 
people 65 years o f age and over increased 
threefold to 211 deaths per 100,000 people 
65 years of age and over. Among black males 
65 years o f age and over, respiratory cancer 
mortality increased nearly sevenfold in the 
26-year period , reaching  394 deaths per
100,000 in 1976.
T he sex ratio in respiratory cancer m ortal­
ity rates has narrow ed du ring  the past 15
years for both white and black people be­
cause of the faster rate o f increase in rates 
fo r fem ales. T h e  ra te  in 1976 for w hite 
males, however, was still more than 3 times 
the rate for white females (68 versus 21), and 
the rate for black males was m ore than 4 
times the rate for black females (63 versus 
15).
T he much higher respiratory cancer m or­
tality am ong  males can be a ttr ib u ted  to, 
am ong other variables, the diversity o f carcin­
ogenic substances known to be associated 
with heavy industry. In the United States, it 
has been shown that men who are miners, 
laborers, and transportation workers have an 
increased risk o f cancer (except skin cancer) 
when com pared to men involved in agricul­
tural occupations.3 T he effects of increased 
heavy cigarette smoking am ong women may 
be one o f the factors involved in the narrow'- 
ing o f sex ratios in mortality rates for respi­
ratory cancer.
International comparisons of cancer m or­
tality between the United States and eight 
selected industrialized countries of W estern 
Europe, Canada, Australia, Israel, Japan , and 
Mexico for the period 1961-76 show' that the 
age-adjusted death  rates for males in the 
United States wrere lower than the rates in all 
but four countries (Mexico, Sweden, Israel, 
and Ja p a n ).4 Between 1970 and 1975, the 
rate for males in the N etherlands was higher 
than that in any o f the selected countries, 
and in 1975, it was 25 percent higher than 
the United States rate o f 207 per 100,000 
population.
Mortality from  cancer of the trachea, b ron­
chus, and lung shows a different pattern. It 
has been exceedingly h igh in the U nited 
States am ong both males and females. Only 
England and Wales, the N etherlands, and 
Israel have had h igher dea th  rates from  
cancer at these sites.
3 National Cancer  Institute: Cancer Rates and  
Risks, 2d ed., by D. L. Levin, et al. DHEW Pub. No. 
(NIH)76-691. Public Health Service. Washington. U.S. 
Government Printing Office, 1974.
4 If  rates for only white males in the United 
States were compared, these differences might not have 
occurred.
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T a b le  20 . D e a th  ra tes , ac co rd in g  to  race, sex , a n d  ag e : U n ite d  S ta te s , 19 7 6













Number of deaths per 100,000 resident population
All ages'____  __ . 889.6 1,007.0 778.3 899.4 1,010.4 793.6 824.8 983.5 680.0 886.2 1,051.8 735.7
Under 1 year _____________ 1,595.0 1,762.6 1,419.0 1,356.2 1,511.8 1,192.1 2,781.5 3,012.4 2,542.2 3,014.2 3,282.8 2,738.1
1-4 years _ ____  _ . 69.9 78.2 61.3 64.1 71.9 55.9 96.9 107.5 86.1 102.5 112.9 92.1
5-9 years . . .  _______ 34.8 41.0 28.3 32.7 38.3 26.9 45.1 54.8 35.4 47.0 57.0 37.0
10-14 years ___ 34.6 44.0 25.0 33.7 42.8 24.2 39.5 49.9 29.0 39.9 50.7 29.0
15-19 years _____ 97.1 139.9 53.2 96.0 138.1 52.6 103.3 149.8 56.9 102.2 147.3 57.3
20-24 years _ ____ 131.3 198.4 64.4 120.0 182.4 57.0 199.5 300.1 107.2 208.8 316.7 110.7
25-29 years ______________ 129.3 187.2 72.4 110.9 159.8 61.8 254.8 389.9 139.3 276.3 422.3 150.5
30-34 years ____________ _ 144.8 196.5 94.5 122.4 164? 80.9 ?97 ft 436 6 ifin 7 3?ft 6 486J5 1 Qfi 3
35-39 years _________ . 198.4 261.6 138.6 168.4 219.2 119.2 405.0 580.5 261.8 435.8 629.0 278.0
40-44 years ____ 313.4 406.0 225.3 271.9 352.2 194.0 601.1 811.3 426.1 650.7 883.9 456.9
4 5 -4 9 years ____ . . . 498.1 647.8 356.3 450.0 586.6 319.0 863.6 1,138.3 625.6 945.4 1,240.1 687.6
50-54 years ____________ 767.7 1,017.3 536.8 706.8 940.9 488.4 1,280.3 1,683.3 928.6 1,389.1 1,828.0 1,009.0
55-59 years ____________ 1,175.0 1,578.0 807.2 1,107.7 1,496.4 751.0 1,796.6 2,352.8 1,312.6 1,917.7 2,522.4 1,396.0
60-64 years ______________ 1,822.8 2,496.3 1,230.5 1,743.6 2,407.9 1,157.7 2,579.2 3,371.4 1,917.0 2,710.7 3,569.3 2,005.7
65-69 years __________ 2,541.5 3,586.9 1,712.8 2,488.7 3,542.9 1,651.5 2,990.0 3,963.4 2,229.2 3,072.7 4,118.2 2,281.3
70-74 years ______________ 3,948.3 5,433.7 2,856.4 3,824.1 5,340.8 2,721.9 5,335.2 6,394.1 4,452.1 5,750.6 6,932.8 4,803.8
75-79 years _____  ____ _ 6,186.7 8,263.3 4,850.6 6,102.6 8,246.8 4,745.3 7,131.4 8,428.5 6,132.6 7,916.8 9,426.9 6,800.6
80-84 years ______________ 9,034.4 11,521.1 7,632.5 9,183.4 11,774.4 7,743.4 7,394.7 9,010.0 6,333.6 7,812.5 9,555.1 6,698.4
85 years and over _________ 15,486.9 17,983.9 14,312.1 16,068.5 18,767.6 14,823.3 10,018.5 11,519.1 9,175.2 10,511.5 12,375.0 9,554.1
1 Includes unknown age.
NOTE: Excludes deaths of nonresidents of the United States.
S O U R C E : N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : V ita l S ta tis tic s  o f  th e  U n ite d  S ta te s , 1976, V o l. II, P art A . W a s h in g to n . U .S . G o v e rn m e n t P rin tin g  O ffice , P ub lic
H e a lth  S e rv ic e , D H E W , H y a tts v ille , M d . T o  b e  p u b lis h e d ; D a ta  c o m p u te d  b y  th e  D iv is io n  o f  A n a ly s is  fro m  d a ta  c o m p ile d  b y  th e  D iv is io n  o f  V ita l S ta tis tics .
Table 21. Death rates, life expectancy, and projections, according to sex and age: United States, 1976 and 2000 




1976' 2000 Percentchange 13761 2000
Percent
change
Number of deaths per 1,000 Number of deaths per 1,000
resident population resident population
All ages2 ____ 9.99 9.42 -5 .7 7.44 6.75 -9 .3
Under 1 year __  _ 18.96 15.04 -20.7 14.92 11.74 -21.3
1-4 years _ ________ 0.79 0.71 -1 0  1 0.64 0.55 -14.1
5-9 years . _ 0.43 0.40 -7 .0 0.30 0.27 -10.0
10-14 years 0.47 0.45 -4 .3 0.28 0.25 -10.7
15-19 years _ 1.49 1.55 4.0 0.55 0.53 -3 .6
20-24 years _______ 2.04 2.13 4.4 0.66 0.63 -4 .5
25-29 years 1.90 1.95 2.6 0.77 0.72 -6 .5
30-34 years ________ 2.06 2.08 1 0 1.01 0.94 -6 .9
35-39 y e a rs__ ___ 2.74 2.68 -2 .2 l .64 1.52 -7.3
40—44 years 4.16 3.94 -5 .3 2.44 2.26 -7 .4
45—49 ye a rs___ 6.82 6.41 -6 .0 3 74 3.44 -8 .0
50-54 years 10.31 9.64 -6 .5 5 49 5.03 -8 .4
55-59 years _ 16.27 15.17 -6 .8 8.24 7.57 -8.1
60-64 years__ 24.94 23.14 -7 .2 12.35 11.18 -9 .5
65-6S years ________ 36.52 34.18 -6 .4 17.78 16.05 -9.7
70-74 years . 55.04 51.78 -5 .9 29.97 27.14 -9 .4
75—79 years . j 81.86 7 7 37 -5 .5 49.82 44 80 -10.1
80-84 years _ . 114.14 109.11 - 4  4 78.83 70.45 — 10 6
85 years and over ___ 183.61 183.20 -0.2 151.71 149.52 -1 .4
Remaining life expectancy Remaining life expectancy
in years in years
At birth ______ 68.7 69 6 1.3 76.1 77.4 1.7
1 year_____  . . 69.0 69.6 0.9 76.2 77.3 1.4
5 years . 65.2 65.8 0.9 72.4 73.5 1.5
10 years . . 60.3 60.9 1.0 67.5 68.6 1.6
20 years____________ 50.9 51.5 1.2 57 8 58.8 1.7
30 years ... . . . 41 8 42.4 1.4 48.2 49.2 2.1
40 years . 32.7 33.3 1.8 38.7 39.7 2.6
50 years . 24.2 24.8 2.5 29.8 30.7 3.0
60 years _________ . 16.8 17.3 3.0 21 5 22.3 3.7
65 years . . 13.7 14.2 3.6 17.7 18.5 4.5
70 years _ _ _ _ . 11.0 11.3 2.7 14 1 14.8 5.0
' The 1976 death rates and expectation of life were estimated by the Social Security Administration; when the Social 
Security Administration study was underway, the 1976 figures were not final and were estimated by adjusting the 1974 rates.
2 Age-adjusted rate computed by the direct method and standardized to the United States population in 1970 using 19 
age groups.
SOURCE: Office of the Actuary: United States population projections for OASDHI cost estimates, by F. R. Bayo, H. W. 
Shiman, and B. R. Sobus. Actuarial Study No. 76. DHEW Pub. No. (SSA)77-11522. Social Security Administration. Baltimore, 
Md., June 1977; Division of Vital Statistics, National Center for Health Statistics: Selected data.
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T a b le  22 . A g e -a d ju s te d  d e a th  ra te s , a c c o rd in g  to  c o lo r  a n d  se x : U n ite d  S ta te s , s e le c te d  y e a rs  1 9 0 0 -1 9 7 6
(Data are based on the national vital registration system)
Year
Color







Number of deaths per 1,000 resident population
1900'_______ 17.8 18.6 17.0 17.6 18.4 16.8 27.8 28.7 27.1
19101.  ____ 15.8 16.9 14.6 15.6 16.7 14.4 24.1 24.8 23.2
19201_______ 14.2 14.7 13.8 13.7 14.2 13.1 20.6 20.4 21.0
1930> 12.5 13.5 11.3 11.7 12.8 10.6 20.1 21.0 19.2
1940 _______ 10.8 12.1 9.4 10.2 11.6 8.8 16.3 17.6 15.0
1945 _____ 9.5 11.1 8.0 9.1 10.7 7.5 13.1 14.5 11.9
1950 _____ 8.4 10.0 6.3 8.0 9.6 6.5 12.3 13.6 10.9
1955 .  - 7.7 9.3 6.1 7.4 9.1 5.7 10.4 11.9 9.1
1960 _______ 7.6 9.5 5.9 7.3 9.2 5.6 10.5 12.1 8.9
1965 . . . 7.4 9.5 5.6 7.0 9.1 5.3 10.1 12.2 8.3
1970 _______ 7.1 9.3 5.3 6.8 8.9 5.0 9.8 12.3 7.7
1971_______ 7.0 9.2 5.2 6.7 8.8 4.9 9.6 12.1 7.5
19722 _____ 7.0 9.2 5.2 6.7 8.8 4.9 9.7 12.3 7.5
1973 _______ 6.9 9.1 5.1 6.6 8.7 4.8 9.5 12.1 7.4
1974 _______ 6.7 8.8 4.9 6.4 8.4 4.7 9.0 11.5 6.9
1975 ______ 6.4 8.5 4.7 6.1 8.1 4.5 8.5 11.0 6.5
1976 ____ 6.3 8.3 4.6 6.0 8.0 4.4 8.3 10.7 6.4
1 Death registration areas only. The death registration areas increased in number from 10 States and the District of 
Columbia in 1300 to the entire coterminous United States in 1933.
2 Data are based on a 50-percent sample of deaths.
NOTE: Beginning 1970, deaths of nonresidents of the United States are excluded. Age-adjusted rates are computed by 
the direct method, using as the standard population the age distribution of the total population of the United States as 
enumerated in 1940. Adjustment is based on 11 age groups.
SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, for data years 1900-1973, 
Washington. U.S. Government Printing Office; for data years 1974—1976, Public Health Service, DHEW, Hyattsville, Md. To be 
published.
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T a b le  23 . L ife  e x p e c ta n c y  at s p e c ifie d  a g e s , a c c o rd in g  to  c o lo r  an d  sex: U n ite d  S ta tes , se le c te d  y e a rs  1 9 0 0 -1 9 7 6
(Data are based on the national vital registration system)




Male Female Male Female
At birth Remaining life expectancy in years
19 00 '________ _______ 47.3 46.6 48.7 32.5 33.5
1950 ________ ________ 68.2 66.5 72.2 59.1 62.9
1960 __________________ 69.7 67.4 74.1 61.1 66.3
1970 _______  ___ 70.9 68.0 75.6 61.3 69.4
1971 _____  ___ 71.1 68.3 75.8 61.6 69.7
19722 __________________ 71.1 68.3 75.9 61.5 69.9
1973 __________________ 71.3 68.4 76.1 61 9 70.1
1974 __________________ 71.9 68.9 76.6 62 9 71.2
1975 __________________ 72.5 69.4 77.2 63.6 72.3
1976 __________________ 72.8 69.7 77.3 64.1 72.6
- \o  r D ^ V ! "?3-\At 20 years
1900-19021 _____________ 42.8 42.2 43.8 35.1 36.9
1950 _ ____  ________ 51.3 49.6 54.7 43.7 46.9
1960 __________________ 52.4 50.1 56.2 45.5 49.9
1970 __________________ 53.1 50.3 57.4 44.7 52.2
1971 __________________ 53.3 50.5 57.5 44.9 52.3
19722 __________________ 53.3 50.4 57.5 44.6 52.5
1973 __________________ 53.4 50.5 57.7 44.9 52.6
1974 ________ _______ J 53.9 51.0 58.1 45.7 53.6
1975 _________________ 54.4 51.4 58.6 46.3 54.7
1976 __________________ 54.6 51.6 58.7 46.8 54.9
At 65 years
1900-1902' _____________ 11.9 11.5 12.2 10.4 11.4
1950 __________________ 13.9 12 8 15.1 12.5 14.5
1960 __________________ 14.3 12.9 15.9 12.7 15.2
1970 __________________ 15.2 13.1 17.1 13 3 16.4
1971 __________________ 15.2 13.2 17.2 13.2 16.3
19722 __________________ 15.2 13.1 17.1 13.1 16.3
1973 __________________ 15.3 13.2 17.3 13.1 16.2
1974 __________________ 15.2 134 17.6 13.4 16.8
1975 __________________ 16.0 13.7 18.1 13.7 17.5
1976 __________________ 16.0 13.7 18.1 13.8 17.6
1 Death registration areas only. The death registration areas increased in number from 10 States and the District of 
Columbia in 1900 to the entire coterminous United States in 1933.
2 Data are based on a 50-percent sample of deaths.
SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, for data years 1900-1973. 
Washington. U.S. Government Printing Office: for data years 1974-1976, Public Health Service, DHEW, Hyattsville, Md. To be 
published.
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T a b le  2 4 . L ife  e x p e c ta n c y  a t b irth  a n d  a t 6 5  y e a rs  o f  a g e , a c c o rd in g  to  s e x : S e le c te d  c o u n tr ie s , s e le c te d  y e a rs  1 9 6 9 -7 6





At birth At 65 years At birth At 65 years
Male Female Male Female' Male Female Male Female
Remaining number of years Remaining number of years
Canada _ _ _ _ _ _ _ ____ __ 1970 69.3 76.2 13.7 17.4 1974 69.6 77.1 13.8 18.0
United States _ _ _ _ _  ____ _ >1969-71 67.0 74.6 13.0 16.8 1976 69.0 76.7 13.7 18.0
Sweden _ __ _ _ ___ __ 1970 72.3 77.4 14.4 17.2 1976 72.2 78.1 14.0 17.5
England and Wales _ _ __ ___ __ 1970 68.8 75.2 12.0 16.0 1976 69.7 75.8 12.3 16.3
Netherlands __  _______ _ 1970 70.9 76.6 13.6 16.6 1976 71.6 78.1 13.6 17.6
German Democratic Republic ___ 1970 68.9 74.2 12.9 15.4 1976 68.9 74.5 12.1 14.8
German Federal Republic _ __ _ _ 1970 67.3 73.6 11.9 15.0 1975 68.1 74.7 12.2 15.7
France __ __ __ __ _ _ 1970 69.1 76.7 13.4 17.4 1974 69.5 77.6 13.6 17.8
Switzerland _ _ _ _ _  _._ __ _ >1968-73 70.3 76.2 13.3 16.3 1976 71.7 78.3 14.0 17.7
Italy __  _ _____ _ _ __ ____ 1970 68.5 74.6 13.0 16.1 1974 69.9 76.1 13.6 16.7
Israel2 _ _ __ _ _ _ _ _ _ 1970 69.9 73.4 13.5 14.5 1975 71.0 74.7 14.0 15.5
Japan _ _ _ _ _ _ _  ___ 1970 69.5 74.9 12.7 15.6 1976 72.3 77.6 14.1 17.0
Australia ___ _ ___  . 1970 67.4 74.2 11.9 15.7 1975 69.3 76.4 13.1 17.1
1 Average for the period.
2 Jewish population only.
NOTE: Countries are grouped by continent.
SOURCES: World Health Organization: World Health Statistics, 1970. Vol. 1. Geneva. World Health Organization, 1973; 
197,8. Vol. 1. Geneva. World Health Organization. To be published; United Nations: Demographic Yearbook 1976. Pub. No. ST/ 
ESA/STAT/SER.R/4. New York. United Nations, 1977; National Center for Health Statistics: U.S. Decennial Life Tables for 1969­
1971, Vol. 1, No. 1. DHEW Pub. No. (HRA) 75-1150. Health Resources Administration. Washington. U.S. Government Printing 
Office, May 1975; Final mortality statistics, 1976. Monthly Vital Statistics Report, Vol. 26, No. 12, supplement 2. DHEW Pub. 
























In fa n t, la te  fe ta l, an d  p e rin a ta l m o r ta lity  rates  an d  la te  fe ta l a n d  p e rin a ta l d e a th s , a c c o rd in g  to  race: U n ite d  S ta te s , se lec ted  y e a rs  1 9 5 0 -7 6
(Data are based on the national vital registration system)















Number of deaths per 1,000 live births
29 2 20.5 17.8 8 7 53,806 14.9 117,223 32.5
26.4 19.1 17.0 7 3 52,940 12.9 121,594 29.7
26.0 18.7 16.7 7 3 51,984 12.1 123,109 28.6
24.7 17.7 15 9 7 0 45,476 11.9 105,154 27.6
20.0 15 1 13.6 4.9 35,791 9.5 86,612 23.0
19.1 14.2 12 8 4.9 32,294 9.0 77,867 21.7
18.5 13.6 12 1 4.8 30,247 9.2 69,819 21 2
17.7 13.0 11 4 4.8 27,602 8.7 63,461 20.1
16.7 12 3 107 4.4 26,547 8.3 60,282 18.9
16.1 11.6 10.0 4.5 24,801 7.8 56,197 17.7
15.2 10 9 9.3 4.3 23,911 7.5 53,408 16.7
26.8 19.4 17 1 7 4 41,337 13.3 93,592 30.1
23.6 17 7 15 9 5.9 40,630 11.6 95,770 27.3
22 9 17.2 15.6 5 7 39,165 108 95,262 26.2
21.5 16.1 14 6 54 33,234 10 5 78,840 25.0
17.8 13 8 12 5 4 0 26,782 8.6 65,370 21.1
17.1 13.0 11 8 4.0 23,929 8.1 58,397 19.8
164 12 4 11 1 4 0 22,299 8.3 51,713 19.3
15.8 11 8 10.5 3.9 20,387 7.9 47,090 18.3
14.8 11 1 9.7 3 7 19,876 7.7 44,944 17.3
14.2 10.4 9.0 3.8 18,340 7.1 41,220 16.0
13.3 9.7 8.2 3.6 17,822 6.9 38,969 15.1
177
A ll  o th e r
1 9 5 0 ___________________________ 44.5 27.5 22.8 16.9 12,472 24.8 23,634 47.0
1 9 5 5 _______________ - 42.8 27.2 22.9 15.6 12,323 20.5 25,837 43.0
1960  -  -  _  _ _ 43.2 26.9 22.9 16.4 12,838 19.2 27,866 41.6
1965  _  -  ______ 40.3 25.4 22.1 14.9 12,222 18.8 26,294 40.5
1970  -  _______ 30.9 21.4 19.1 9.5 8,993 13.9 21,226 32.7
1 9 7 1 ________________________ 28.5 19.6 17.5 8.9 8,359 .  13.0 19,464 30.2
19724 ______________________ 27.7 19.2 16.8 8.5 7,945 13.0 18,103 29.6
1 9 7 3 __________________________ 26.2 17.9 15.6 8.3 7,208 12.2 16,364 27.6
1 9 7 4 __________________________ 24.9 17.2 14.8 7.7 6,664 11.3 15,331 25.9
1 9 7 5 —  — 24.2 16.8 14.4 7.5 6,467 10.8 14,983 25.0
1 9 7 6 __________________________ 23.5 16.3 13 . 9 ' 7.2 6,099 10.1 14,449 23.8
B la c k ;
1950  __________________ 43.9 27.8 23.0 16.1 . . .
1 9 5 5 ___________ . . . 43.1 27.8 23.5 15.3 ___ , _ . . . _
1960  . . . 44.3 27.8
26.5
23.7 16.5 ___ . . . . . . _
1 9 6 5 ____________________ 41.7 23.1 15.2 ___ _ _ _
1970  ___________________ 32.6 22.8 20.3 9.9
1 9 7 1 ___________________ 30.3 21.0 18.7 9.4 — _ . . .
1972" .  __j 29.6 20.7 18.1 8.9 _ . . . . . . . . .
1973  _________________ 28.1 19.3 16.9 8.8 . . . . . . _ . . .
1 9 7 4 ____________________ 26.8 18.7 16.1 8.1 . . . _ ___ . . .
1 9 7 5 ____________________ 26.2 18.3 15.7 7.9 . . . . . . . . . . . .
1 9 7 6 ____________________ 25.5 17.9 15.3 7.6 — . . . . . . —
1 Infant mortality rate is the number of deaths to infants under 1 year of age per 1,000 live births. Neonatal deaths are deaths within 28 days of birth and 
postneonatal deaths are from 28 days to 365 days.
2 Late fetal deaths are fetal deaths of 28 weeks or more gestation. The rate is the number of late fetal deaths per 1,000 live births and late fetal deaths.
1 Perinatal deaths are late fetal deaths plus infant deaths within 7 days of birth. The rate is the number of perinatal deaths per 1,000 live births and late fetal 
deaths.
4 Infant deaths are based on a 50-percent sample of deaths.
SOURCES'. National Center for Heath Statistics: Vital Statistics of the United States, Vol. II, for data years 1950-1973. Washington. U.S. Government Printing 
Office; for 1974-1976, Public Health Service, DHEW, Hyattsville, Md. To be published; Data computed by the Division of Analysis from data compiled by the 
Division of Vital Statistics.
T a b le  26 . In fa n t m o r ta lity  ra te s  an d  p e rin a ta l m o r ta lity  ra tio s : S e le c te d  c o u n trie s , se le c te d  y e a rs  1 9 7 1 -7 6
(Data are based on national vital registration systems)
Country




Perinatal mortality ratio2 Average 
annual 
rate of 
change1971 1976' 1971 19753
Infant deaths per Perinatal deaths per
1,000 live births 1,000 live births
Canada _______ ____ 17.6 14.3 -5.1 20.3 16.9 -5 .9
United States ____ 19.1 15.2 -4 .5 21.9 17.9 -4 .9
Sweden ____ . _ 11.1 8.7 -4 .8 15.7 11.3 -7 .9
England and Wales 17.5 14.0 -4 .4 22.5 20.6 -2 .9
Netherlands _ ______________  „ 12.1 10.5 -2 .8 17.8 14.0 -5 .8
German Democratic Republic 18.0 14.1 -4 .8 20.6 17.6 -3 .9
German Federal Republic__  _ 23.3 17.4 -5 .7 25.6 19.4 -6 .7
France .  _ 17.1 12.5 -6.1 19.8 19.5 -0 .5
Switzerland _____ _ _ ____ __ 14.4 10.5 -6.1 17.2 13.5 -5 .9
Italy _ ____ _______ 28.5 19.1 -7 .7 30.8 24.1 -5 .9
Israel __ _ _ _ 20.4 22.9 2.3 22.1 20.9 -1 .4
Japan ____ . . . ______ _ _ 12.4 9.3 -5 .6 20.3 16.0 -5 .8
Australia _______  . . . 17 3 14.3 -4 .6 — 19.2 —
1 Data for Canada and Australia refer to 1975.
2 Fetal deaths of 28 weeks or more gestation plus infant deaths within 7 days.
3 Data for Canada, England and Wales, and France refer to 1974
NOTE: Countries are grouped by continent.
SOURCES: United Nations: Demographic Yearbook 1974 and 1976. Pub. Nos. ST/ESA/STAT/R.3 and ST/ESA/STAT/ 
SER.R/4. New York. United Nations, 1975 and 1977: World Health Organization: World Health Statistics, 1977, Vol. 1. Geneva. 
World Health Organization, 1977; World Health Organization: Selected data.
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Table 27. Age-adjusted death rates and deaths from diseases of the heart and malignant neoplasms as a percent of all deaths: United States,
selected years 1950-76
(Data are based on the national vital registration system)
Cause of death
Year
1950 1955 1960 1965 1970 1971 1972' 1973 1974 1975 1976
Number of deaths per 100,000 population
All causes ____  . ____ . 841.5 764.6 760.9 739.0 714.3 699.9 701.8 692.9 6 6 6 .2 638.3 627.5





191.6Ischemic heart disease _____ ______ 228.1 225.1 223.9 218.9
Malignant neoplasms __ _________ . 125.4 125.8 125.8 127.0 129.9 129.7 130.7 130.7 131.8 130.9 132.3
Cancer of the respiratory system____ 12 .8 16.0 19.2 23.0 28.4 29.1 30.3 30.8 31.8 32.5 33.5






317.8 301.7 286.9 278.5
All causes . . .  _____ 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0.0 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0 .0
Diseases of the heart _ _________ 36.6 37.6 37.6 37.1 35.5 35.7 35.5 35.3 34.9 34.5 34.5
Ischemic heart disease ___ _____  . . . . . . . . . . — 31.9 32.2 31.9 31.6 31.2 30.7 30.5
Malignant neoplasms _______ 14.9 16.5 16.5 17.2 18.2 18.5 18.6 18.9 19.8 20.5 2 1 .1
Cancer of the respiratory system_____ 1.5 2 .1 2.5 3.1 4.0 4.2 4.3 4.4 4.8 5.1 5.3
All other causes ____________ .  ___ 48.5 45.9 45.9 45.8 46.3 45.7 45.9 45.9 45.3 44.9 44.4
Based on a 50-percent sample of deaths.
NOTES: Age-adjusted rates computed by the direct method, using as the standard population the age distribution of the total population of the United States 
as enumerated in 1940. Adjustment based on 11 age groups. Percent distribution is based on distribution of age-adjusted rates.
SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, for data years 1950-1960 and 1970-1973, Washington. U.S. 
Government Printing Office; for data year 1965, unpublished data from the Division of Vital Statistics; for data years 1974-1976, Final mortality statistics. Monthly 
Vital Statistics Report. DHEW Pub. Nos. (HRA) 76—1120, (HRA) 77—1120, and (PHS) 78-1120. Health Resources Administration and Public Health Service. Washington. 
U.S. Government Printing Office, Feb. 3,1976, Feb. 11,1977, and Mar. 30,1978. *
*l
00
o (Data are based on the national vital registration system)
T a b le  28 . D ea th  rates d u e  to  d iseas es  o f  th e  h e a rt, a c c o rd in g  to  race, sex, and  ag e : U n ite d  S ta te s , se le c te d  y e a rs  1 9 5 0 -7 6
Year
Race, sex, and age
1950 1955 1960 1965 1970 1971 19721 1973 1974 1975 1976
Total2 Number of deaths per 100,000 resident population
All ages _____ 356.8 356.5 369.0 368.0 362.0 360.5 363.0 360.8 349.2 336.2 337.2
Under 25 years _ 5.0 3.2 2.4 2.1 2 .2 2 4 2.5 2 .6 2.5 2.4 2.5
Under 1 year 4.1 7.4 6 .6 9.8 13 1 154 2 0 .2 23.0 2 2 .0 20.3 23.1
1-24 years .. 5.0 3.0 2 .1 1 7 1 8 1 9 1.9 2 .0 1.9 1 .8 1.8
25-29 years . _ 14.8 11.7 9.9 8 .6 7 0 6 8 6.3 6.5 5.6 5.6 5.6
30-34 years . 27.5 22.4 20.9 19 5 166 153 14.9 14.3 14.1 12.4 12 .1
35-39 years ___ 57.3 49.1 47.7 46.0 40.8 40.3 38.0 36.8 33.1 32.6 30.1
40-44 years . 122 5 107 7 103.5 98 8 90.7 88 3 86.4 83.6 78.3 76.0 72.8
45-49 years _ . 228.7 2 0 0 .8 197.6 188.4 174 4 1703 168.9 165.7 159.1 147.3 145.7
50-54 years _ . 39?. 5 362.0 355 8 340.4 308 3 298.1 292.1 283.8 271.3 261.9 252.5
55-59 years 642.2 584.1 571 6 535.7 514 3 503 2 493.0 493.2 459.2 437.0 423.2
60-64 years 1,007.9 915.2 934.2 905.6 811.9 796.8 800.2 774.3 738.0 710.3 701.7
65 years and over _ _ 2,844 5 2,772.7 2,823 0 2,778.7 2,683 3 2,673.2 2,682.3 2,643.3 2,537.9 2,403.9 2,393.5
65-69 years____________ 1,494.6 1,427.9 1,412.6 1,348.1 1,263.8 1,211.5 1,208.3 1,161.2 1,109.6 • 1,049 5 1 ,0 2 1 .6
70-74 years _ . 2,348.1 2,168.5 2,173.5 1,999.9 1,936.4 1,899.7 1,919.6 1,869.6 1,800.2 1,708.2 1,658.6
75-79 years . 3,683.4 3,462.1 3,358.8 3,242 5 3,052.2 3,018.5 3,049.8 3,010.2 2,849.3 2,716.1 2,707.6
80-84 years . 5,476.1 5,421.5 5,501.5 5,103.6 4,744.1 4,636.9 4,601.5 4,523.1 4,332.6 4,133.8 4,090.6
85 years and over ______ 9,151.0 8,917.2 9,317.8 9,538.4 7,891.3 8,468.9 8,386.9 8,382.1 7,983.1 7,282.0 7784.3
White male
All ages_____ __ 434 2 438 5 454.6 450.8 438.3 433.9 434.1 430.9 415.5 401.1 399.4
Under 25 years . 4.2 2 .8 2 .1 1 .8 2 .2 2.2 2.3 2 4 2.4 2.3 2.5
Under 1 year _ . 4.6 6.7 . 6.9 8 9 1 2 .0 12  1 14 7 18.4 19.1 19.3 22.4
1-24 years _____ 4.2 2 .6 1.9 1 5 1 8 1.8 1.9 1.9 1.9 1 .8 1 8
25—29 years _______ _ 14.4 12.3 9.5 8 2 6  8 7.0 6 .2 6 .6 5.8 6  1 6  0
30-34 years __ _______ 29.0 26.6 24.9 22  6 18 8 18.3 17.3 16.5 16.1 14.4 14 9
35—39 years 68.4 66.7 6 6 .0 62.2 54.8 54.7 49.7 48.8 45.2 43 4 41 3
40-44 years _ __ _ 160.4 152.4 151.7 144.8 131.3 129.5 126.1 123.5 115.3 1 1 1 . 6 109.2
45-49 years _ _ ______ 313.3 291.6 300.4 287.1 266.0 260 0 259.3 254.1 246.7 228.5 223.2
50—54 years_____________ _ 544.6 523.9 540.4 520.3 474.2 461.1 453.5 436.9 420.1 405.9 390 1
55—59 years______________ 878.6 836.8 842 0 812.8 784.3 769.2 750.6 754.8 703.3 668.9 642.7
60-64 years _ 1,324.3 1,262.6 1,311.6 1,314.8 1,209.9 1,190.2 1,204.1 1,161.3 1,103.5 1,067.4 1,049.0
65 years and over _______ 3,302.2 3,251.2 3,363 2 3,401.3 3,316.2 3,302.4 3,302.8 3,267.0 3,132.9 2 7 8 6 .0 2763.2
65-69 years ____ 1,939.7 1,889.6 1,928.7 1,903.1 1 7 2 8 .8 1767.8 1,760.4 1,714.4 1'650.1 1767.9 1737.2
70-74 years _ 2,852.9 2,724.2 2,788.8 2779 5 2^641.4 2798.5 2,629.2 2769.4 2’472.9 2767.3 2717.7
75-79 years _ 4,248.7 4,090.3 4,099.6 4,082.8 3,939.0 3,925.8 3,980.7 3^946.9 3759.3 3f600 1 3*603.3
80-84 years _ ___ 6,186.6 6,258.3 6,340.5 6,137.4 5728.7 5729.9 5707.0 5703.1 5^437.0 5783.2 5719.4
85 years and over ____ 9,959.6 9,316.0 10,135.8 10,657.3 8,818.0 9,786.5 9,575.7 9,664.1 9,269.2 8,550.3 8,692.9
White female 
All ages. 290.5 293.0 306.5 310.7
Under 25 years ___ _ . . . 4.2 2.4 1.7 1.5
Under 1 year . . .  __ _. . 2.9 5.6 4.3 7.4
1-24 years . . .  . . . 4.3 2.3 1.5 1.3
25-29 years _ _ _____ 10.4 7.3 6 .2 5.0
30-34 years _____  _______ 17.0 1 1 .6 10 .0 9.2
35-39 years______  ___ _ 29.8 2 0 .8 18.5 17.9
40-44 years ______  ._ . 56.3 42.3 39.4 34.5
45-49 years_____ . 103.8 78.7 72.7 70.9
50-54 years _ ____________ 184.2 149.8 137.9 134.0
55-59 years______________ 331.4 282.1 263.4 239.1
60-64 years . . .  _________ 613.9 522.9 518.9 468.1
65 years and over .  ___  . 2,503.1 2,430.0 2,432.8 2,367.9
65-69 years . . . ___  ___ 1,055.9 975.3 914.7 852.3
70-74 years______ ______ 1,891.2 1,682.6 1,635.6 1,453.1
75-79 years _ ____ 3,237.2 3,015.1 2,848.9 2,672.8
80-84 years____________ 5,166.9 5,041.9 5,062.0 4,591.4
85 years and over _______ 9,085.7 9,155.9 9,280.8 9,333.2
All other male
All ages __________ 342.0 319.4 320.5 318.4
Under 25 years . . .  _____ 9.7 6 .8 5.3 4.9
Under 1 year __________ 5.9 1 2 .6 13.1 20.4
1-24 years ____________ 9.9 6.5 4.9 4.1
25-29 years . . .  ___________ 31.2 28.8 26.2 27.4
30-34 years . . .  ___________ 71.9 51.1 53.7 55.1
35-39 years___ ___________ 129.0 106.7 112.5 118.7
40-44 years _ ____________ 261.8 232.3 211.3 233.6
45-49 years .  ____________ 428.9 414.1 365.6 374.5
50-54 years______________ 813.9 676.2 631.0 627.2
55-59 years________ ____ _ 1,196.4 999.4 912.1 876.2
60-64 years . . .  . .  _______ 1,663.9 1,522.6 1,540.7 1,499.1
65 years and o v e r____  _ . 2,637.9 2,562.6 2,752.1 2,715.7
65-69 years____________ 1,856.9 1,811.7 1,983.3 1,864.3 -
70-74 years____________ 2,518.1 2,467.6 2,562.5 2,429.8
75-79 years____ ________ 3,578.1 3,066.3 3,098.6 3,277.0
80-84 years_____ ____ _ 3,845.9 4,064.3 4,489.1 3,973.0
85 years and o v e r_______ 6,152.6 5,720.8 6,128.6 6,929.4
S e e  fo o tn o te s  a t e n d  o f  ta b le .
oo
313.8 316.1 321.0 319.4 312.3 301.3 305.5
1.4 1 .6 1.7 1 .8 1.7 1.7 1 .6
7.0 9.9 14.6 14.9 14.6 16.0 15.5
1 .2 1.3 1 .2 1.3 1.3 1 .2 1 .2
3.6 3.5 3.5 3.5 2 .8 2.9 2.8
i n 6.4 6 .8 6.7 6.4 5.7 5.1
15.3 14.7 14.8 14.8 12.7 1 2 .1 11.4
31.7 31.8 31.0 30.0 28.4 27.8 25.3
63.3 64.1 58.2 58.6 55.2 51.8 53.1
121.7 116.9 110.4 110.5 104.4 103.4 97.1
227.7 225.4 217.0 217.0 201.5 194.0 189.9
419.4 414.9 404.1 392.7 376.8 360.0 357.6
2,283.9 2,280.1 2,301.1 2,253.7 2,174.3 2,053.1 2,056.1
763.5 725.6 730.1 684.5 653.5 619.3 597.7
1,384.7 1,341.7 1,356.9 1,285.8 1,236.8 1,165.4 1 ,1 2 1 .1
2,473.6 2,432.4 2,461.4 2,418.9 2,279.5 2,152.0 2,120.3
4,221.5 4,141.8 4,107.4 3,997.4 3,867.8 3,644.7 3,616.3
7,839.9 8,215.1 8 ,2 2 2 .6 8,156.1 7,778.6 7,105.3 7,244.5
310.2 303.9 308.4 305.9 291.0 277.1 276.5
5.2 5.9 6.7 6 .6 5.2 4.9 5.5
32.2 38.4 53.3 63.4 47.2 35.4 44.6
4.1 4.5 4.8 4.4 3.7 3.8 4.0
26.5 2 0 .6 20.7 21.9 2 0 .1 19.1 18.0
49.9 46.1 47.4 42.8 43.7 41.7 37.6
112.3 109.7 105.3 98.6 8 8 .1 96.3 88.5
230.2 203.4 203.2 185.6 173.6 178.2 163.6
376.1 353.2 380.1 361.9 330.4 301.6 298.3
585.0 560.3 575.7 561.1 533.5 507.9 510.8
891.0 882.4 891.0 888.5 836.1 758.8 767.5
1,267.5 1,232.7 1,255.0 1,244.4 1,188.9 1,126.5 1,168.7
2,680.1 2,673.8 2,702.4 2,700.5 2,569.5 2,431.5 2,382.0
1,816.9 1,692.3 1,726.7 1,662.9 1,565.9 1,446.6 1,416.7
2,540.9 2,594.0 2,582.2 2 ,6 8 6 .1 2,638.8 2,437.6 2,341.6
3,359,3 3,317.1 3,415.2 3,352.7 3,214.4 3,152.2 3,171.5
3,948.9 3,887.7 3,890.9 3,869.5 3,519.0 3,589.5 3,478.9
4,983.6 5,808.2 5,725.5 5,826.4 5,501.8 4,917.2 4,826.5
00K>
T a b le  28 . D eath  ra tes  d u e  to  d iseas es  o f  th e  h e a rt, a c c o rd in g  to  race , sex , an d  a g e : U n ite d  S ta te s , se le c te d  ye a rs  1 9 5 0 -7 6 — C o n tin u e d
(D a ta  a re  b a sed  on  th e  n a tio n a l v ita l re g is tra tio n  sy s tem )
Year
Race, sex, and age 1950 1955 1960 1965 1970 1971 1972' 1973 1974 1975 1976
Black male: Number of deaths per 100,000 resident population
All ages_____ - 348.4 . . . 330.6 331.7 330.3 319.9 326.1 324.4 308 6 296.1 296.9
Under 25 years 98 5.3 5.1 5 4 6 0 fi q r q 5 2
Under 1 year . . . 13.9 21.3 33.5 37 5 55 8 68 4 46.9 37.2 46.6
1-24 years __ . . . . . . 4.8 4.3 4.3 4 7 5 0 4 6 3.9 4.0 4.3
25-29 years _ 32.5 — 28.1 28.4 28.0 22.8 22.0 23.6 22.0 21.2 20.1
30-34 years _ __ 73 8 . . . 57.7 59.7 57.4 52.5 53.4 48.8 49 3 47.9 43.6
35-39 years 133 7 . . . 120.0 127.7 124.5 121.2 113.3 107.1 95.2 104.2 97.6
40-^44 years .. 271.4 . . . 222.1 250.1 253.4 220.2 220.6 203.3 190 7 194.3 180.6
45-49 years 442.3 ... 386 0 397.3 412.8 381.3 413.6 391 1 358.6 329.7 327.8
50-54 years 841.2 — 667.0 661.6 626.1 593.5 621 1 600 8 569.5 547.8 553.8
55-59 years 1,225.8 — 973.2 931.4 954.3 930.0 947.7 946.4 888.2 804.5 826.0
60-64 years 1,717.3 — 1,593.9 1,613.1 1,354.6 1,307 4 1,328.2 1,318 8 1,248.5 1,189.7 1,238.0
65 years and over . 2,680.8 . . . 2,798.4 2,790.4 2,836.7 2,802.5 2,842.2 2,852.2 2,726.3 2,580.9 2,527.4
65—69 years 1,894.9 . . . 2,030.4 1,937.9 1,934 9 1,782.0 1,810.4 1,745.0 1,631.1 1,509.7 1,464.7
70-74 years _ 2,570.3 . . . 2,661.2 2,547.8 2,694 5 2,733.9 2,752.7 2,908.0 2,866.0 2,636.9 2,539.7
75-79 years ................ \ . . . 3,146.3 3,422.8 3,504,9 3,437.1 3,584.6 3,582 5 3,500 0 3,482.8 3,565.5
80-84 years _ __ > 4,107 9 . . . 4,409.5 4,078.6 4,305 1 4,147 6 4,215.2 4,122.5 3,798.6 3,826.7 3,721.8
85 years and over / ... 6,037.9 7,113.3 5,367.6 6,033 3 6,102.3 6,146 7 5,868.8 5,296.2 5,182.1
All other female
All ages _ _ __ 283 0 256 8 255.5 248.6 241 0 236.7 237.6 239 7 227.9 214.7 215.9
Under 25 years _ 11 4 7 5 5.3 4.6 4 7 4 9 4.6 4 9 4 8 3.9 4.1
Under 1 year _ __ _ . 64 16 3 11.7 17 4 31 4 39.5 44.7 45 8 48.4 31.3 42.6
1-24 years ___ ___ 11 7 6.9 4.9 3 9 3.5 3.5 3.1 3 4 3.3 2.9 2.7
25-29 years ___ _ 37.3 26.7 23.1 19.8 14.2 15.9 14.2 13.0 9.8 7.6 9.7
30-34 years _ _ . 66 1 51.1 43.8 36 7 31 6 27.5 24.1 24 6 25.1 17.5 17.6
35-39 years _ _ .. 129 1 91.2 83.2 73 5 59.6 58.6 59.3 52.9 44.6 45.2 32.7
40-44 years _ ___ _ . 245.5 177.2 158.2 147 8 1188 112.4 107.4 99.7 91.5 80.0 76.1
45-49 years _ 397 6 319.1 257.9 227.0 203 2 188 1 188.2 179.2 169.7 146.3 145.5
50-54 years _____ 667 9 542 7 455.1 390.1 342.0 3188 308.5 297.4 276.5 247.5 247.6
55-59 years___________  . 998.8 789.2 712.6 592 7 535 5 487.8 523.2 493.8 455.1 436.3 410.1
60-64 years_____i ____  . 1,421 7 1,143.2 1,170.6 1,100.9 828 7 770.5 804.3 764 0 718.1 686.7 662.9
65 years and over _____  . 2,158 2 2,075 8 2,197.2 2,090.8 2,094.4 2,094.6 2,070.9 2,117.5 1,999.6 1,864.5 1,866.4
65-69 years________  . 1,366.7 1,394.6 1,393.3 1,251 3 1,226.8 1,168.1 1,112.9 1,073.1 977.6 892.9 833.7
70-74 years _ ______ 2,160.0 1,879.6 2,006.4 1,765.9 1,836 4 1,894.7 1,930.5 2,081 9 1,980.4 1,867.0 1,782.3
75-79 years _____ 3,059.7 2,712.3 2,507.5 2,503.7 2,492.6 2,492.2 2,400.0 2,483.7 2,368.4 2,382.9 2,597 9
80-84 years . . . . . 2,955.0 3,045.1 3,730.2 3,570.1 3,353 5 3,1058 3,133.3 3,034.2 2,870.4 2,638.9 2,698.5
85 years and over ___ 5,350.0 4,811 8 5,564.1 5,912.2 4,784.7 5,159.2 5,029.3 5,205.7 4,882.5 4,181.8 4,160.3
Black female:
All ages _____ 289.9 _ 268.5 263.8 261.0 253.5 256.1 259.4 247.6 235.7 237.4
Under 25 years . .  - 11.4 5.4 4.8 4.8 5.0 5.0 5.2 5.0 4.2 4.2
Under 1 year _ ______ ... . . . 1 2 .0 17.9 31.3 41.3 48.3 49.1 47.0 34.8 44.7
1-24 years __ _ . . . . _ 5.0 4.1 3.7 3.6 3.4 3.6 3.5 3.1 2.9
25-29 years__ ______  . 38.3 . . . 24.4 20.3 16.0 17.5 15.3 13.7 1 1 .2 8.9 10.7
30-34 years . .  . 67.4 . . . 47.0 40.3 34.5 29.9 25.4 26.4 28.1 20.1 20.9
35-39 years __ . 131.6 . . . 88.5 79.3 66.7 63.2 64.7 59.0 48.5 49.5 36.0
40-44 years . 249.5 _ 166.8 156.6 133.0 124.3 119.8 112.5 1 0 2 .6 90.8 84.8
45-49 years . ____ 403.0 ... 269.1 241.3 223.2 204.2 203.9 197.7 189.1 164.9 166.1
50-54 years __ . . . 682.0 . . . 471.8 409.4 367.8 340.5 332.3 322.5 301.4 273.1 275.4
55-59 years ___ 1,022.7 _ 754.8 619.9 567.6 517.0 550.2 525.7 485.2 471.2 443.1
60-64 years . .  _ . 1,457.0 ... 1 ,2 1 1 .1 1,165.4 878.2 804.7 839.9 800.4 756.6 726.8 702.3
65 years and over . 2,172.9 ... 2,234.7 2,151.9 2,199.4 2,180.6 2,169.8 2,219.6 2 ,10 2 .8 1,970.1 1,969.3
65-69 years _ _ . 1,378.8 . . . 1,430.6 1,307.0 1,291.6 1,216.6 1,162.7 1,120.7 983.0 924.3 859.2
70 -74years. . . .  . 2,188.3 . . . 2,055.2 1,816.2 1,947.6 2,002.9 2,056.2 2,239.5 2,145.9 2,029.6 1,935.2
75-79 years___ ________ \ . . . 2,545.0 2,585.8 2,625.8 2,615.8 2,551.9 2,659.5 2,564.1 2,632.5 2,869.9
80-84 years_____________ (. 3,499.3 . . . 3,743.1 3,632.9 3,536.8 3,178.9 3,256.9 3,177.1 3,025.7 2,798.3 2,884.4
85 years and over _______ f . . . 5,650.0 6,030.4 5,003.8 5,363.8 5,273.0 5,403.8 5,130.7 4,398.0 4,344.0
' Based on a 50-percent sample of deaths.
2 Includes all races and both sexes.
NOTE: The ICDA revisions and code numbers are for 1950 and 1955, Sixth Revision, Nos. 400-402, 410-443; for 1960 and 1965, Seventh Revision, Nos.400- 
402, 410-443; and for 1970-76, Eighth Revision, Nos. 390-398, 402, 404,410-414, 420-429.
SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, for data years 1950-1973, Washington. U.S. Government Printing 
Office; for data years 1974-1976, Public Health Service, DHEW, Hyattsville, Md. To be published; U.S. Bureau of the Census: Population estimates and projections. 
Current Population Reports. Series P-25, Nos. 310, 519, 529, and 643. Washington. U.S. Government Printing Office, June 1965, Apr. 1974, Sept. 1974, and Jan. 
1977; General population characteristics, United States summary, 1960 and 1970. U.S. Census of Population. Final reports PC(1)-B1; 1950 Nonwhite Population by 
Race, Special report P-E No. 3B. Washington. U.S. Government Printing Office, 1961, 1972, and 1951; National Center for Health Statistics: Data computed by the 
Division of Analysis from data compiled by the Division of Vital Statistics.
00
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00 T a b le  29 . D ea th  ra te s  d u e  to  is c h e m ic  h e a rt d iseas e , a c c o rd in g  to  race, sex , a n d  ag e : U n ite d  S ta te s , 1 9 6 8 -7 6
(D a ta  a re  b a sed  on  th e  n a tio n a l v ita l re g is tra tio n  sy s te m )
1968 1969 1970 1971 1972' 1973 1974 1975 1976
Total2 Number of deaths per 100,000 resident population
All ages . _ 338.4 332.6 328.1 327.0 328.7 326.0 314.5 301.7 301.0
Under 25 years _ 0.3 0.3 0.3 0.4 0.3 0.3 0.2 0.2 0.2
25-29 years ___ 2 .8 2.9 3.1 2 9 2 5 2 4 ? n 2 0 2 1
30-34 years __ _ _ 10.4 10 .1 10 .0 9.9 8 4 8.3 8.3 7.4 7.4
3 5 -3 9 years _ __ ___ 32.4 32.1 30.4 30.2 28 2 27.6 24.1 23.8 22.0
40-44 years _ . 79.3 76.6 73.7 72.6 71.0 68.4 64.4 62.3 59.8
45-49 years _ 158.3 153.2 148.6 146.0 144.6 141.6 136.1 126.3 123.2
50-54 years _ _ 283.8 275.7 269.6 262.4 256.2 248.7 236.7 228.6 218.6
55-59 years _ _ . 479.2 463.2 457.9 448.0 436.1 438.2 406.8 385.5 370.4
60-64 years _ _ . 781.5 744.4 733.1 718.2 719.6 694.8 660.1 633.8 622.1
65 years and over _ 2,573.1 2,527.1 2,470.4 2,461.2 2,467.1 2,424.1 2,319.1 2,186.7 2,166.2
65-69 years _ 1,213.6 1,178.0 1,151.9 1,105.9 1,098.3 1,053.3 1,001.9 944.5 912.8
70-74 years _ _ 1,862.8 1,813.2 1,785.3 1,749.5 1,764.7 1,713.7 1,640.2 1,547.5 1,495.1
75-79 years _ 2,932.7 2,835.6 2,824.2 2,787 9 2,817 7 2 768 7 2 612 9 2 481 6 2 4Rg 1
80-84 years _ 4,581.0 4,519.8 4^383.5 4,292 5 4,254.1 4,168.4 3^978.2 3,777.4 3716^2
85 years and over . 8,483.0 8,284.5 7,249.4 7,780 4 7,712.0 7,692.6 7,315.5 6,640.0 6,715.0
White male
All ages __ _ 419.3 411 9 404.9 400.6 400.1 396.1 380.3 366.3 362.5
Under 25 years _ _ 0.3 0.3 0.3 0.4 03 0.3 0.3 0.3 0.2
25-29 years 3.4 3.3 3 8 3 5 3 2 3 0 2 6 2 8 2 fi
30-34 years __ _ 13.7 13.3 13.3 138 12 .0 11.7 11.3 10 .6 10 .6
35-39 years __ 48.7 48.5 46 0 45 7 41 4 40 9 97 9 98 8 Q/i n
40-44 years ___ 123.4 12 0 .0 115 6 114 3 1115 108 9 10 1  7 99 1
45-49 years ___  _ 255.0 248.7 240.2 235 9 234 2 229 0 221 9 208 4 199 3
50-54 years . . .  _ 454.1 442.5 433.0 421 9 413 8 997 6 980 9 90Q g 350 7
55-59 years . .  __ 746.5 731.9 722.2 708.1 6 8 6 .6 692.3 641.7 608.5 582.2
60-64 years . .  __ 1,187.1 1,144.2 1,120.7 1,099.7 1 , 1 1 0 .1 1,068.3 1 ,0 1 2 .1 977.6 952.0
65 years and over _ _ 3,204.0 3,153.9 3,090.3 3,074.4 3,072.5 3,029.8 2,892.3 2,747.3 2,712.0
65-69 years ._ _ 1,760.1 - 1,723.8 1,698.5 1,644 6 1,632.2 1,586.0 1,518.6 1,441.3 1,402.6
70-74 years _ _ 2,582 9 2,524.2 2,468.7 2 429 6 2 456 6 2 990 fi 2 286 R 2 1 7 9  7 2 12 1  6
75-79 years . 3,792.5 3,686.6 3386.6 3362.5 3J17.4 3^666.9 3^483.4 3!323.3 3i307.0
80-84 years .  . 5,597.4 5,560.1 5,436.4 5,344.9 5,308.2 5,297.0 5,024.9 4,859.0 4,778.4
85 years and over_____ 9,598.7 9,443.1 8,164.2 9,028.4 8,851.6 8,920.7 8,527.3 7,841.9 7,954.4
W h ite  fe m a le
All ages 286.6 283.7 282.5
Under 25 years .  _ _______ 0.2 0.2 0.1
25-29 years . .  . .  _____ 1 .1 1 .0 1 .2
30-34 years . . 3.4 3.0 3.5
35-39 years _ ____ 8.7 9.2 8.4
40-44 years _ ______ 23.3 22.4 2 1 .1
45-49 years ____  ___ - 48.6 46.0 45.8
50-54 years _ 99.3 95.8 96.1
55-59 years _____ _ ___ 2 0 0 .1 188.5 189.6
60-64 years . . 381.3 358.2 364.1
65 years and over . . .  _____ 2,174.5 2,139.7 2,093.4
65-69 years __________ 731.0 700.3 685.3
70-74 years ____ ______ 1,315.4 1,280.1 1,269.0
75-79 years . . .  ____ 2,372.5 2,289.1 2,276.3
80-84 years ________ 4,095.3 4,025.6 3,889.7
85 years and over_______ 8,311.6 8,118.8 7,192.3
All other male
All ages ________ 278.8 269.5 261.1
Under 25 years__________ 0.9 0.7 0.7
25-29 years ____________ 10 .6 11.5 10.9
30-34 years _ _______ 31.9 36.6 28.5
35-39 years _______ 87.6 81.9 75.0
40-44 years . .  . _______ 182.9 180.4 174.0
45-49 years ________ 328.9 318.9 304.5
50-54 years ._ _________ 521.9 521.7 483.5
55-59 years ._ _______ 820.6 766.7 750.1
60-64 years ____________ 1,222.9 1,128.2 1,084.7
65 years and over________ 2,469.4 2,421.0 2,349.4
65-69 years _________ . 1,655.5 1,630.6 1,568.2
70-74 years ___ ______ 2,318.5 2,213.8 2,234.3
75-79 years _ _ ___ 2,979.0 3,010.0 2,966.7
80-84 years .  .  _______ 3,535.8 3,661.8 3,471.9
85 years and over ______ 5,958.5 5,259.1 4,418.8
See footnotes at end of table.
285.1 289.4 287.3 280.5 269.2 272.0
0 .2 0.2 0.2 0.1 0 .1 0 .1
1 .2 0.8 1 .1 0.7 0 .6 0.8
3.0 2.7 3.0 2.9 2.3 2 .1
8 .6 8 .8 8.9 7.3 7.1 6.3
2 1 .8 21.3 2 0 .1 19.0 18.8 17.5
47.2 43.4 43.7 40.9 38.9 39.5
93.2 8 8 .0 87.8 82.5 81.7 76.5
187.5 178.9 181.0 168.9 161.6 155.8
360.5 350.5 339.1 325.3 308.9 306.9
2,092.4 2 , 1 1 0 .1 2,060.8 1,983.2 1,863.6 1,858.0
650.6 651.9 609.4 578.5 546.5 522.5
1,227.8 1,237.4 1,169.2 1,118.6 1,046.5 1,004.2
2,239.3 2,265.4 2,218.6 2,085.3 1,963.3 1,922.0
3,826.6 3,796.9 3,681.7 3,549.0 3,331.1 3,284.9
7,553.2 7,564.6 7,486.0 7,143.4 6,484.7 6,596.1
256.6 257.8 255.8 244.0 229.9 228.3
0.9 0.9 0.7 0.3 ' 0.5 0.3
9.5 7.0 7.6 7.3 6.5 6 .1
29.4 23.7 22.7 23.2 20.9 20.9
77.1 72.1 66.9 57.0 61.1 59.7
156.7 151.9 140.1 134.4 135.2 12 2 .8
284.8 302.3 288.2 267.8 245.4 234.8
471.4 481.5 468.0 443.9 421.5 422.9
742.7 751.3 749.7 700.2 633.8 637.4
1,061.9 1,066.3 1,063.7 1,006.7 950.4 985.6
2,336.8 2,351.7 2,344.0 2,238.8 2,086.8 2,034.8
1,460.8 1,472.7 1,422.2 1,349.4 1,223.3 1 ,200 .8
2,246.8 2,254.5 2,344.0 2,289.0 2,096.3 1,985.5
2,929.5 3,013.6 2,922.1 2,806.1 2,712.3 2,723.6
3,458.9 3,392.2 3,372.0 3,120.2 3,117.4 2,984.4
5,110.2 5,023.5 5,090.6 4,831.6 4,245.3 4,176.5
186
(Data are based on the national vital registration system)
T a b le  29 . D e a th  ra te s  d u e  to  is c h e m ic  h e a rt d ise a s e , a c c o rd in g  to  race, sex, an d  ag e : U n ite d  S ta te s , 1 9 6 8 -7 6 — C o n tin u e d
Race, sex, and age
Year
1968 1969 1970 1971 1972' 1973 1974 1975 1976
Number of deaths per 100,000 resident population
Black male-
All ages 290.8 282 0 277.2 269.3 271.9 270.4 258.1 244.9 244.2
Under 25 years 0.8 0.7 0.7 0.9 1 .0 07 03 0 .6 0.4
25-29 years 1 1 .8 12.9 11.7 10 .6 7.6 8.5 8 .2 7.4 7.0
30-34 years 35.4 39.9 32.7 33.6 26.8 25.8 26.1 23.9 23.6
35-39 years 94.0 89.1 83.3 85.2 76.9 73.0 61.2 65.3 65.5
40-44 years 196.5 192.6 191.3 168.9 164.8 152.5 147.9 147.8 135.5
45-49 years 348.8 341.2 333.0 305.7 328.3 310.0 290.8 267.6 257.7
50-54 years 548.8 552.6 516.0 498.7 520.5 499.6 473 8 453.7 456.5
55-59 years 864 7 813.9 803.3 780.4 800.0 796.7 740.9 669.2 684.8
60-64 years 1,302 5 1,198.2 1,157.8 1,125.2 1,125.4 1,123.4 1,055.5 1 ,000.8 1,041.3
65 years and over _ _ 2,560 5 2,518.4 2,479.5 2,442.2 2,464.1 2,468.3 2,368.2 2,207.8 2,150.3
65-69 years _ 1,737 4 1,711.4 1,664.3 1,533.1 1,534.9 1,488.0 1,402.2 1,275.4 1,235.8
70-74 years __ 2,397.3 2,301 6 2,364.8 2,360.4 2,398.9 2,531.0 2,478.7 2,253.5 2,142.9
75-79 years 3,039.8 3,106.4 3,085 7 3,027.6 3,155.6 3,114.9 3,044.2 2,986.2 3,047.9
80-84 years 3,777.2 3,913.8 3,778 5 3,674.6 3,651.5 3,581.7 3,581.7 3,318.7 3,193.6
85 years and over 6,302.9 5,602.7 4,743.7 5,309.5 5,344 2 5,348.9 5,131.3 4,558.5 4.464.3
All other female
All ages 213.4 204.2 200.4 197.5 197.7 200 7 188.9 177.7 176.9
Under 25 years __J 0.4 0.5 0.4 0.5 0.2 0.4 0.4 0.2 0.2
25-29 years 3.8 6 .0 4 3 4.5 4.6 3.3 2 .1 2 2 2.2
30-34 years 17.9 14.0 15.7 12.9 9.4 9.4 1 1 .6 8 .6 8.3
35—39 years ____ __ 40.5 39.2 38.3 34.8 34.9 33.2 23.3 26.5 17.6
40-44 years ___ 97.5 8 6 .1 79.8 78.1 76.8 69.8 65.9 52.9 49.8
45—49 years _____ 166.3 154.3 149.1 140.4 140.9 134.1 126.6 1 1 1 . 6 104.5
50-54 years _____  _ 287.7 270.0 265.3 253.4 238.0 241.2 219.6 192.7 194.7
55-59 years _____  _ 474.9 447.0 433.3 393.8 421.2 395.8 367.0 349.2 320.1
60-64 years . . . .____ 809.3 745.3 703.6 643.1 674.4 642.3 597.1 570.1 541.7
65 years and over________ 1,943.5 1,869.7 1,830.0 1,836.7 1,810.6 1,855.0 1,730.9 1,606.6 1,595.6
65-69 years _________ 1,198.1 1,142.4 1,055 3 1,011.4 958.5 922.8 831.1 749.8 698.4
70-74 years __ 1,602.4 1,559.7 1,590.2 1,655.1 1,661.8 1,821.2 1,715.4 1,592.7 1,509.4
75-79 years _ 2,326.3 2,157.7 2,205.6 2,181.4 2 ,1 0 1 .8 2,182.6 2,051.7 2,070.2 2,237.4
80-84 years 3,100.0 2,975 8 2,949.1 2,749 5 2,800.0 2,660.8 2,513.6 2,302.3 2,332.8
85 years and over 5,096 7 4,930.7 4,227.9 4,582.9 4,461.0 4,633.0 4,251.5 3,662.7 3,590.9
Black female:
All ages . . .  __ 227.4 218.8 217.0 2 1 1 .6 213.0 217.3 205.4 195.2 194.5
Under 25 years ______  _. 0.5 0.5 0.5 0 .6 0.2 0.5 0.4 0.2 0.3
25-29 years ______  . 4.1 6.5 4.9 5.1 5.1 3.7 2.5 2.5 2 .6
30-34 years _ .  _ . 19.8 15.9 17.5 14.1 10 .6 10.7 13.0 9.9 9.8
35-39 years __ 44.0 42.5 43.5 38.2 38.9 37.1 25.7 29.6 19.8
40-44 years . .  __ _ 107.2 94.8 89.1 8 6.8 8 6.0 79.4 74.6 60.7 55.9
45-49 years _____ _ . 179.4 167.1 163.6 152.4 154.1 148.1 142.4 126.6 118.8
50-54 years ___  _ _ 303.7 288.7 285.5 271.5 255.7 262.1 239.2 2 1 2 .6 216.8
55-59 years . .  . . 500.0 472.5 459.2 420.1 443.2 421.3 391.2 377.1 345.1
60-64 years _ ________ 849.5 785.8 747.7 672.5 706.0 671.5 628.7 605.0 573.4
65 years and over __ 2,012.4 1,947.8 1,920.2 1,909.4 1,893.9 1,944.9 1,819.0 1,696.1 1,682.8
65-69 years ______  . . . 1,250.4 1,200.3 1 ,1 1 1 .8 1,053.4 998.9 964.7 856.1 777.3 721.3
70-74 years __________ 1,678.1 1,627.4 1,683.5 1,747.7 1,768.5 1,960.1 1,858.4 1,731.3 1,638.1
75-79 years ___________ 2,411.3 2,258.3 2,320.0 2,280.9 2,233.8 2,331.4 2,217.6 2,282.2 2,491.9
80-84 years . .  . . 3,158.0 3,120.5 3,110.5 2,810.5 2,907.8 2,785.3 2,650.4 2,439.8 2,490.2
85 years and over___ __J 5,269.6 5,070.0 4,418.2 4,760.9 4,666.2 4,831.3 4,462.5 3,843.4 3,747.7
1 Based on a 50-percent sample of deaths.
2 Includes all races and both sexes.
NOTE: The ICDA revision and code numbers are the Eighth Revision, Nos. 410-413.
SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, for data years 1968-1973, Washington. U.S. Government Printing 
Office; for data years 1974-1976, Public Health Service, DHEW, Hyattsville, Md. To be published; U.S. Bureau of the Census: Population estimates and projections. 
Current Population Reports. Series P-25, Nos. 519, 529, and 643. Washington. U.S. Government Printing Office, Apr. 1974, Sept. 1974, and Jan. 1977; National 
Center for Health Statistics: Data computed by the Division of Analysis from data compiled by the Division of Vital Statistics.
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188 T a b le  30 . A g e -a d ju s te d  d e a th  ra tes , a c c o rd in g  to  se le c te d  ca uses  a n d  sex: S e le c te d  c o u n trie s , se lec ted  y e a rs  1 9 6 1 -7 6
(Data are based on reports from national health and statistical administrations of selected countries)
Cause of death, 
sex, and country
Year
1961 1965 1970 1971 1972 1973 1974 1975 1976
ALL CAUSES Number of deaths per 100,000 population
Male
Canada_________ _ ________ . 1,095.4 1,100.4 1,077.9 1,063.6 1,086.4 1,082.1 1,076.0 ... _
United States .. _________ . 1,188.3 1,213 9 1,194.7 1,185.2 1,196.0 1,158.9 1,144.2- 1,104.1 ...
Mexico _ _______________  _ _ . 1,422.1 1,430.4 1,382.4 1,265.9 1,270.0 1,226.3 1,247.7 . . . ...
Sweden ____________ • . 948.9 960.7 916.3 943.8 939 3 947.1 942.1 945.8 956.6
England and W a le s___  J 1,263.3 1,217.9 1,215.9 1,1693 1,207.9 1,186.5 1,169.3 1,152.8 ...
Netherlands _ __ . . 931.7 983.3 1,023.5 1,014.4 1,038 4 1,000.9 975.7 1,010.6 1,005.0
German Democratic Republic __ ______ ... ... — ... ... 1,242.9 ...
German Federal Republic ____________ 1,216.6 1,236.8 1,247.0 1,250.6 1,244.6 1,231.9 1,201.0 1,221.9 . . .
France______ ____________________ _ . 1,181.8 1,225.1 1,111.3 1,119.6 1,102.1 1,087.7 1,080.6 ... ...
Switzerland . _ _ 1,096.8 1,115.2 1,054.3 1,052.3 1,009.8 994.3 979.6 958.0 959.7
Italy . 1,127.2 1,182.0 1,130.7 1,129.6 1,119.1 1,159.6 1,062.5
Israel1 _ 935.8 974.0 1,037 9 1,000.8 998.7 1,002 7 998.7 ... . . .
Japan _ _ 1,295.9 1,233 6 1,112 4 1,032.1 997.6 1,002.8 980.1 933.8 911.5
Australia _ _ __ . 1,185.9 1,229.4 1,288.1 1,233.8 1,224.1 1,220.6 1,260.7 ... ...
Female
Canada _ . . . . . 751.8 725.2 668.6 647.1 651.9 642.0 639.0 . . . —
United States 779.6 769.8 729.7 714.5 716.3 710.2 684.7 653.0 —
Mexico _ 1,317.4 1,319 9 1,172.5 1,086.8 1,081.8 1,038.9 1,007.9 . . . ...
Sweden . 739.5 698.0 631.3 623.4 621.2 614.1 603.6 606.3 608.9
England and Wales __ 822.0 763 3 752.6 731.8 755.2 745.8 734.9 722.0
Netherlands . 702.4 686.9 670.2 660.6 662.4 633.1 608.9 610.5 597.8
German Democratic Republic __ _ . . . . . . ___ ... ... — ... 846.1 ...
German Federal Republic . . .  _ _ 858.3 823.8 822.8 801.2 784.8 772.4 758.7 762.8 ...
France _ _______ _____ ___ ___ _ 738.5 740.1 662.0 663.2 644.2 639.3 626.1 ... ...
Switzerland _________________________ 751.8 753.7 690.4 683.7 649.1 642.2 609.3 585.7 583.2
Italy __________________________ 808.8 831.1 748.2 730.5 717.9 749.0 689.7 ... ...
Is ra e l '__ 801.3 844.2 866.5 831.2 874.9 835.6 853.1 ... _
Japan . . .  „ 937.2 866.0 766.2 704.9 674.7 686 5 675.5 640.1 620.1
Australia . . 760 9 777.0 796.7 770.5 745.0 743.2 765.2 ... ...
MALIGNANT NEOPLASMS
Male
Canada.. _ . 182.7 184.5 204.1 203.0 206.7 209.2 207.8
United States 181.3 188.8 199.4 201.1 203.8 204.6 207.7 207.3 _
Mexico __ 63 5 73.0 71 2 67.6 69.1 68.6 75.4 _
Sweden _ _ . . 168.6 168.5 173 6 187.2 194.5 194.4 197.1 198.5 198.4
England and Wales 227.0 234.3 244.7 241.2 244.4 244.4 245.9 243.7 . . .
Netherlands 212.4 .225.6 239.9 243.2 246.4 253.3 254.0 259.6 261.4
German Democratic Republic-__ _ ...
German Federal Republic ___ 213.7 227.2
France____________ . ____  _ _ 217.4 229.4
Switzerland . ___ 2 2 2 .2 222.5
Italy 176.6 193.0
Israel1 _ ____ 152.9 157.3
Japan _ __ 171.6 178.2
Australia __ _ 173.5 182.4
Female
Canada . . .  . 130.0 139.6
United States . _ ___ _ 133.6 . 132.6
Mexico .  . ___ __ „ _ 91.5 96.6
Sweden . _ . _ ___ 139.1 132.6
England and Wales _ _ 142.5 143.5
Netherlands __ . . . . 152.1 153.8
German Democratic Republic _ . 
German Federal Republic ___ 161.0 163.7
France _ _ 132.4 132.3
Switzerland _ . ____ 145.1 144.6
Italy _ ___ _ 12 2 .8 129.0
Israel1 __________ . . . 143.8 144.9
Japan _____________ 118.1 116.7
Australia________ ________________ 122.9 119.9
CANCER OF TRACHEA, 
BRONCHUS, AND LUNG
Male
Canada __________________________ 32.9 39.4
United States________________________ 39.5 46.7
Mexico_______ _ _____ 7.7 9.3
Sweden _ _ _ _ ______________ 18.5 2 1 .0
England and Wales ______________ ___ 78.2 8 6.0
Netherlands _____ ___________________ 54.6 64.6
German Democratic Republic _________
German Federal Republic ____________ 44.1 50.8
France __________  _____ __________ 27.8 33.6
Switzerland_____  ____ ____ _________ 33.3 43.5
Italy _________ _ __________________ 26.5 34.5
Israel1 ___ ___________  _____________ 23.7 27.4
Japan _ _____________________  . .  . . . 13.0 16.6
Australia____________________________ 36.3 44.6



































































































































































190 T a b le  30 . A g e -a d ju s te d  d e a th  rates , ac co rd in g  to  se lec ted  c a u se s  an d  sex S e le c te d  c o u n trie s , se lected  y e a rs 1 9 6 1 -7 6 — C o n tin u e d
(Data are based on reports from national health and statistical administrations of selected countries)
Cause of death, 
sex, and country
Year
1961 1965 1970 1971 1972 1973 1974 1975 1976
Female Number of deaths per 100,000 population
Canada.. . . . . 4.8 6.1 7.8 8 0 9.6 10.2 10.9 ... ...
United States ______ j 6.0 7 4 11.0 11.9 12.8 13.3 14.3 15.2 ...
Mexico ______ . 4.7 4 9 4.9 5.0 5.2 5.2 5.1 ... ...
Sweden . _______  _ 4.9 5.1 6.1 6.6 6.5 7.2 7.6 7.8 7 4
England and Wales . _ __ _ 10.2 12.2 15.0 15.5 16.2 167 17.9 18.2 ...
Netherlands . . --------  _. 4.7 4.3 4.6 4 9 5.2 4.9 5.5 5.4 5 9
German Democratic Republic _____ _ ... ... ... ... — ... ... 5.5 ...
German Federal Republic _ ____ _ 57 6.5 6.1 6.1 5.9 6.0 6.2 6.6 ...
France____  _ _ _ _____ 4 2 4.6 4 2 43 4.4 4.4 4.5 ... ...
Switzerland. _ _______ 38 4.1 4.4 48 5.2 5.3 4.9 5.5 5.8
Italy _____  ____ __ 4.9 5.5 5 8 58 6.2 6.5 6.5 ... ...
Israel' _ - 7.3 10.2 11.4 12.9 8.8 9.8 9.2 ... ...
Japan _ 4 8 5.8 6 5 6.5 7.0 7.2 7.2 7.5 8.0




Canada................ .............. .............. _ 579 9 584.6 550 3 536 8 545 9 539.5 540.5 ... ...
United States __ ____ 661.5 660.1 629 6 627 0 628.6 620.2 593.7 561.4 ...
Mexico _____ 221.3 173 7 231.7 216.6 244.5 254.8 263 3 ... —
Sweden . 489 0 491.3 472 1 503.4 484.9 496.5 486.2 484.6 491.3
England and Wales 612.2 604.2 590 1 580.9 596.6 582.8 575.6 567.4 ...
Netherlands _ ___ 415.0 442.2 461.6 450.4 471.6 441 2 430.8 442.1 446.4
German Democratic Republic _ ... ... ... ... ... — — 623.5 ...
German Federal Republic _ _ ___ __ 485.9 511 7 533 9 541 4 539.0 531.7 521.5 525.8 ...
France _ _ ___ __ ___ 390.1 397 3 381 1 388.7 379.8 374.9 373.1 ... ...
Switzerland _ _ _ _ ___ 479.8 506.7 441.7 443.1 421.4 411.4 410.2 426.3 427 2
Italy _ __ _ _ 484.5 523.2 481 7 490 6 477.2 504.7 472.8 — ...
Israel1 _ _ 482.3 510.4 545.0 544.8 533.6 537.4 523.2 ... ...
Japan ___  _ 494.5 513.4 484 6 452.7 434.5 438.8 428.6 405.2 395.3
Australia___ 649.9 684.4 701.2 679.5 668.0 658.5 674.2 ... —
Female
Canada.__ _________________  . . . 406.7 386.5 344.2 331.7 329.3 324.2 323.5 ... ...
United States ______________  . . 444.3 429 4 397.7 389.9 390.4 385.8 369.6 344.8 ...
Mexico. 247 0 181.4 230.2 213.0 241.1 247.4 250.5 ... ...
Sweden 393 7 364 7 321.4 329.4 321.1 313.1 304.7 308.5 304.3
England and Wales _ 433.5 401.1 378.9 373.0 383.7 376.5 369.3 359.0 —
Netherlands . . . 340.2 324.6 307.4 298.9 307.4 285.7 276.8 271.9 267.4
191
German Democratic Republic ___ _ ... _ _ ... ... 478.3
German Federal Republic _______  .. 369.6 359.5 366.8 366.4 359.7 351.0 347.9 348.5
France ___ _____ _ __ . . . 263.1 258.4 246.5 250.4 244.2 242.0 239.4 ...
Switzerland__  ______ 377.4 382.5 330.2 321.5 303.2 296.8 282.4
349.7
282.7 286.5
Italy _ ______ _______ _ . . . 391.3 415.8 362.1 360.3 351.2 374.3
Israel1 ._ . . .  . . .  . . .  . 425.7 474.3 483.2 459.6 490.8 452.5 477.7
Japan ._ __ ___  ______  . 395.7 365.8 346.1 320.9 309.9 318.9 316.5
444.1
299.9 293.0
Australia . . .  _________ 434.5 452.0 460.0 450 4 431.6 428.5
ISCHEMIC HEART DISEASE 
Male
Canada .  ____ ... ... 372.5 361.5 366.2 360.2 361.3
United States ____ ... ... 433.5 431.6 430.9 425.6 405.9 386.3 ...
Mexico . . .  _. 











England and Wales . .  _ ___ ... 325.0 326.2 339.8 336.3 335.2 335.3
Netherlands . . . ___ ... 252.3 250.6 262.3 244.7 237.5 246.9 253.7
German Democratic Republic ___ ... — ... --- _ _ 152.8
German Federal Republic . .  . . ___ — 206.6 217.6 222.0 226.6 228.7 235.8 ...
France_______  . . . ... ... 91.9 96.3 98.1 98.4 100.7 _ _
Switzerland______  ___  __ . . . ... ... 140.0 144.4 140.9 135.9 141.6 150.6 153.5
Italy _____ ... ... 161.6 167.8 163.7 178.5 170.1 ... _
Israel1 . . .  _ _ ... ... 326.1 334.1 337.0 336.1 323.9 ... ...
Japan . . .  ____ ... ... 68.0 64.4 62.7 65.9 66.4 62.9 62.3
Australia . . .  ____ ... — 430.1 415.5 406.7 397.8 409.8 ... ...
Female
Canada. ._ ______ ... _ 196.7 186.6 185.0 184.3 184.8
United States . .  . . . — - 239.1 235.4 235.3 230.9 221.0 207.4 _
Mexico____  _ ... — 41.9 37.2 38.7 40.3 41.1 ... _
Sweden . . . ___  . .  . — . . . 184.4 193.0 192.4 189.4 182.5 184.3 180.6
England and Wales . . .  ___________ ... ... 147.6 148.6 156.8 156.3 155.8 153.9 _
Netherlands ___  _ ... . . . 116.4 117.4 120.0 112.3 109.7 109.2 110.5
German Democratic Republic ________ — ... — — ... . ... _ 78.5
German Federal Republic ___________ _ ... ... 92.5 97.0 100.8 103.1 105.8 111.3 _
France _______ _ — — 41.4 43.8 44.4 44.1 44.7 _ _
Switzerland. __ ______  __________ ... ... 61.5 61.6 59.2 59.6 59.2 58.0 59.7
Italy . . . ____ . . .  . ... ... 96.1 96.1 95.2 105.7 99.1 ... ...
Israel1 _________ _ ... ... 229.9 224.3 242.9 234.0 245.6 _ ...
Japan _ _____ ... ... 40.5 37.4 37.5 40.6 41.6 40.0 39.0
Australia___ — — 213.6 210.4 202.6 198.7 208.5 ... ...
1 Data are for the Jewish population only.
NOTE: Age-adjusted rates computed by the direct method, using as the standard population the age distribution of the population of the United States as 
enumerated in 1970. ■
SOURCE: World Health Organization: Unpublished data. •.
t£>
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(Data are based on the national vital registration system)
T a b le  31 . D eath  rates d u e  to  m a lig n a n t n e o p la s m s , a c c o rd in g  to  race, sex, an d  a g e : U n ite d  S ta tes , s e le c te d  y e a rs  1 9 5 0 -7 6
Year
Race, sex, and age
1950 1955 1960 1965 1970 1971 1972' 1973 1974 1975 1976
Total2 Number of deaths per 100,000 resident population
All ages__________ 139.8 146.5 149.2 153.8 162.8 163 6 166.0 167.3 170.5 171.7 175.8
Under 25 years __________ 8.5 8.6 8.1 7.5 7.0 67 6.4 6.4 6.0 5.7 5.7
Under 1 year _____ ___ 8.7 7.7 7 2 7.1 4.7 4 3 4.6 4.4 3.8 4 2 3.2
5.71-24 years ____  . 8.5 8.6 8.2 7.6 7.1 6.8 6 5 6.4 6.0 5.8
25-29 years _ . 15.1 14 6 14.7 13.8 12.7 13.0 12.1 11.9 11.5 11.4 11.2
30-34 years . 25.3 23 7 23.8 24.0 21.0 21.7 20.3 20.0 19.2 19.2 18.7
35-39 years 45.8 44.5 43.0 42.4 40.9 38.7 39 0 39.7 38.1 35.5 35.2
40-44 years . 81.2 79.2 77.6 78.4 76.8 76.4 75.4 72.0 72.1 71.2 68.9
45-49 years . 137.0 135.7 135.4 136 1 139.3 137.6 138.7 139.9 140 0 136 6 134 4 
228.450-54 years . 216.9 219.7 224.2 227 4 229.6 224.7 222.7 222.4 227.1 226 2
55-59 years _ _ . 329.6 327.4 327 8 330 5 357.5 355.1 362.4 359.7 360.1 352.7 356.2
60-64 years _ . 468.5 466.2 478.3 496 1 498.8 496.7 499.9 508.4 523.1 519.7 533.5
65 years and over _ . 851 3 869.5 870 9 887.0 923.4 934.5 947.6 946.7 957.2 961.1 979.0
65-69 years 598.8 638.0 634.6 647.9 674.0 676.8 682.1 679 5 676 2 670.3
923.1
685.3
927.870-74 years . 830.0 812.7 818.6 829.9 857 1 864.7 897.3 888.5 909.6
75-79 years _ 1,077.6 1,067.1 1,032.9 1,047.0 1,099.5 1,104.3 1,121.4 1,133.4 1,153.3 1,152.9 1,185.0
80-84 years . 1,294.2 1,294.9 1,310.1 1,239.2 1,286.1 1,272.1 1,273.4 1,271.1 1,304.6 1,326.0 1,343.1
85 years and over _______
White male
1,450.8 1,465.3 1,450.0 1,483.6 1,320 7 1,440 7 1,428.5 1,435.3 1,414.7 1,408.8 1,441.5
All ages 147.2 160 G 166.1 173.7 185.1 186 1 188.7 189.6 193.7 194.8 199.2
Under 25 years 9.7 10.4 9.7 8.8 8.5 8.1 7.8 7.6 7.1 6.8 6.8
Under 1 year 9.6 8.7 7.9 6 2 4.3 4.5 4.0 4.5 3.8 4.5 3.1
1-24 years 9.7 10.4 9.8 8.9 8.6 8.3 7.9 7.7 7.2 6.8 69
25-29 years _________ 15.0 15.0 16.4 15.0 13.7 14.4 13.0 13.4 12.1 12.5 12.1
30-34 years _________ 20.6 19.8 21.1 21.1 19.1 20.9 17.6 18.1 17.7 18.2 16.4
35-39 years_______ _ 32.7 33.0 33 8 35.5 33.6 33.2 32.4 34.5 31.8 29.4 29.8
40-44 years _ . . .  . _ 57.2 56 2 59.7 63.4 65.3 63.7 62.5 62.1 60.4 59.6 58.7
45-49 years 110.4 113.5 114.5 119.5 122.9 122.2 122.7 125.6 129.7 124.3 124.7
50-54 years _ . 194 7 209.5 219.9 222.9 225.4 220.4 217.8 216.1 226.8 224.9 225.1
55-59 years 327 9 340.5 360.1 368.3 397.4 391.9 401.7 388.6 389.3 378.2 382.7
60-64 years . 506.0 529.6 559.3 598.1 617.0 601.4 613.6 614.3 629.6 619.7 630.5
65 years and over 986.0 1,045.6 1,073.4 1,144.9 1,221.2 1,249.2 1,267.7 1,270.1 1,286.8 1,296.0 1,318.3
65-69 years _ . 685.5 767 1 780.0 832.0 879.3 888.8 887.4 888.0 890.9 887.3 900.3
70-74 years _ 965.2 986.4 1,029.9 1,078.3 1,153.8 1,171.7 1,216.2 1,201.2 1,221.0 1,248.8 1,247.4
75-79 years_____________ 1,261.4 1,297.0 1,297.9 1,376.3 1,493.3 1,530.3 1,569.2 1,573.5 1,629.5 1,616.8 1,672.8
80-84 years_______  _ 1,573.4 1,633.0 1,648.4 1,647.5 1,770.2 1,791.2 1,821.3 1,834.2 1,870.6 1,923.3 1,964.8
85 years and over _______ 1,733.9 1,746.9 1,791.4 1,958.7 1,772.2 2,001.7 1,966.5 2,062.5 2,034.0 2,046.6 2,110.9
White female
All ages _ _____ 139.9 141.0 139.8 141.9
Under 25 years .  . . . 7.8 7.4 7.0 6.7
Under 1 year _ ______ 7.8 7.2 6.8 6.2
1-24 years _ _____ 7.8 7.4 7.0 6.7
25-29 years _____ 14.8 13.8 12.7 12.4
30-34 years __ ____ 27.3 25.7 24.2 25.1
35-39 years ._ . .  ______ 53.9 51.7 47.9 44.3
40-44 years . . .  . . .  ______ 97.4 93.3 86.7 85.0
45-49 years ._ ______ 153.1 144.8 143.8 140.4
50—54 years . _ ____ - 221.1 213.8 211.6 216.5
55—59 years __  ____ 314.5 297.8 281.7 279.0
60-64 years 419.4 394.5 382.6 380.8
65 years and over . _ _____ 768.4 747.6 718.4 702.0
65-69 years .  ------- 534.2 526.7 500.3 488.3
70-74 years . .  . . 733.1 679.5 641.6 623.6
75-79 years . . . 956.1 912.7 847.8 820.5
80 -84y e a rs .. . . .  ____ 1,153.1 1,114.8 1,107.2 1,005.8
85 years and o v e r_______ 1,348.1 1,357.6 1,304.9 1,257.5
All other male
All ages ______ . . . 106.1 119.1 134.1 144.3
Under 25 years ____ . . . 7.2 7.3 6.9 6.4
Under 1 year ____  __ 10.4 6.9 6.5 6.1
1 -2 4 years _ . . .  . . . 7.0 7.3 6.9 6.4
25-29 years ______ 14.8 12.0 14.7 13.1
30-34 years . .  ----- 21.5 21.8 21.7 19.5
35-39 years . . ___ __  ___ 39.7 38.3 47.3 48.8
40-44 years_____ _________ 74.4 84.9 99.3 103.6
45-49 years ____ 144.6 170.3 169.9 184.6
50-54 years___ ______ ____ 282.3 277.6 308.8 327.2
55—59 years _ ________ 421.1 447.6 433.7 485.9
60-64 years__  .  ____ 571.6 643.2 710.6 754.8
65 years and over .  _______ 691.6 810.4 982.4 1,073.8
65-69 years____  ____ 579.2 722.0 864.1 901.4
70-74 years ________  . 720.7 818.7 1,021.2 1,119.3
75—79 years _ _____ ____ 896.9 891.6 1,038.0 1,217.7
80-84 years_____ ______ 751.4 957.1 1,195.5 1,252.4
85 years and over . . . ___ 900.0 1,045.8 1,211.7 1,458.8
See footnotes at end of table.
oo
149.4 149.5 152.2 153.0 156.1 157.7 162.0
6.0 5.6 5.5 5.3 5.0 4.9 4.7
5.4 4.1 4.9 4.5 3.4 4.2 3.6
6.0 5.6 5.5 5.3 5.1 4.9 4.8
11.6 11.3 11.0 10.5 10.7 10.2 10.3
21.8 21.4 21.2 20.7 20.1 19.5 20.3
44.5 39.7 41.1 41.8 40.5 37.7 38.6
78.8 80.8 79.2 73.7 75.5 75.0 71.0
142.6 139.0 139.8 137.7 137.3 134.3 131.3
214.8 210.2 207.5 206.2 206.6 208.1 209.5
301.9 299.6 305.4 306.7 308.8 302.9 306.3
380.0 384.2 383.0 394.5 404.9 406.6 420.7
714.3 713.1 724.6 719.0 726.7 729.2 744.9
495.6 493.1 502.1 498.8 493.7 486.1 506.7
626.4 622.9 646.3 630.2 648.0 655.4 661.2
836.2 823.2 825.4 840.5 845.1 842.2 856.6
1,011.9 986.1 985.4 974.8 1,008.0 1,019.6 1,023.7
1,126.6 1,200.4 1,204.6 1,174.0 1,164.8 1,165.9 1,192.8
161.0 161.8 165.2 170.1 173.5 175.3 179.2
6.7 6.4 5.7 6.3 6.0 5.5 5.8
4.7 3.9 6.7 3.5 5.6 3.8 4.7
6.8 6.5 5.7 6.4 6.0 5.6 5.8
11.4 13.9 11.7 11.0 10.6 11.6 10.6
23.6 20.2 25.1 19.9 16.7 18.5 17.6
44.1 47.3 50.4 43.6 43.1 45.6 37.1
108.1 101.1 110.3 94.0 98.9 100.5 99.7
213.9 200.7 217.3 220.7 208.7 208.8 204.4
373.7 356.8 359.1 376.0 385.7 382.1 385.0
553.3 570.1 .612.0 612.9 619.3 612.7 618.8
750.3 783.5 757.9 807.8 830.3 863.0 909.7
1,221.1 1,240.4 1,270.7 1,319.0 1,349.2 1,351.5 1,377.7
988.8 987.5 1,012.4 1,020.7 1,022.5 1,035.1 1,017.5
1,266.3 1,300.5 1,359.6 1,436.6 1,518.7 1,503.2 1,568.8
1,504.5 1,496.9 1,568.2 1,648.1 1,668.2 1,700.7 1,813.9
1,593.8 1,534.2 1,470.1 1,523.2 1,625.0 1,654.7 1,671.1
1,268.4 1,493.9 1,458.8 1,566.0 1,535.1 1,479.7 1,473.5
1
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T a b le  3 1 . D ea th  ra tes  d u e  to  m a lig n a n t n e o p la s m s , a c c o rd in g  to  race , sex , an d  a g e : U n ite d  S ta tes , se le c te d  y e a rs  1 9 5 0 -7 6 — C o n tin u e d
(D a ta  a re  b a s e d  o n  th e  n a tio n a l v ita l re g is tra tio n  sy s te m )
Race, sex, and age
Year
1950 1955 1960 1965 1970 1971 1972' 1973 1974 1975 1976
Number of deaths per 100,000 resident population
Black male:
All ages_____ _____ 106.6 — 136.7 149.2 171.6 170.6 174.2 180.7 184.4 188.5 193.5
Under 25 years 7.1 6.7 6.4 6.8 6.4 5.9 6.6 6.1 5.7 6.0
Under 1 year . . . . . . 6.8 6.0 5.3 4.0 5.8 3.5 6.3 3.1 4.5
1-24 years ___ . . . 6.7 6.4 6.9 6.5 5.9 6.7 6.1 5.8 6.0
25-29 years . 15.3 ... 15.0 13.9 12.8 14.5 12.4 12.1 11.6 12.5 11.4
30-34 years 21.1 . . . 21.7 20.3 25.9 20.9 25.9 20.6 17.6 19.9 18.4
35-39 years 39.3 47.7 51.1 46.6 50.4 52.8 47.2 46.1 48.1 40.0
40-44 years 74.3 ... 101.2 107.5 115.7 109.0 120.7 102.4 106.9 110.3 108.8
45-49 years _ 147.5 ... 177.9 195.3 229.2 216.8 231.3 238.7 227.2 229.3 223.2
50-54 years 288.5 ___ 324.4 344.6 404.1 381.8 383.4 403.0 414.3 416.1 418.2
55-59 years 425.2 ___ 461.4 511.9 595.7 606.9 652.8 653.6 654.6 657.8 666.6
60-64 years _ 580.1 — 740.1 802.8 802.3 826.6 805.5 857.3 881.2 915.8 970.4
65 years and over . . 696.1 . . . 980.4 1,097.4 1,297.6 1,303.9 1,332.7 1,395.8 1,433.4 1,441.6 1,475.0
65-69 years 581.2 ... 886.5 939.5 1,049.4 1,041.4 1,063.7 1,060.0 1,068.9 1,086.9 1,062.7
70-74 years 733.3 — 1,017.1 1,136.5 1,349.1 1,365.1 1,437.6 1,557.2 1,641.0 1,621.9 1,714.3
75-79 years . . . 1,012.6 1,247.5 1,580.6 1,572.4 1,651.3 1,776.3 1,809.7 1,875.0 2,026.1
80-84 years V 853.5 . . . 1,145.2 1,246.4 1,707.7 1,611 1 1,536.4 1,615.5 1,766.7 1,784.0 1,783.3
85 years and over f . . . 1,155.2 1,456.7 1,387.0 1,528.6 .1,507.0 1,653.3 1,604.2 1,573.6 1,614.3
All other female
All ages . . .  .  . . .  . 110.1 108.4 109.8 109.2 110.0 115.0 113.4 117.9 117.2 115.5 117.8
Under 25 years 6.4 5.5 5.9 5.3 4.9 5.5 4.4 54 4.7 4.6 4.2
Under 1 year ___________ 6.9 5.3 6.5 3.8 3.3 4.3 3.8 3.6 4.5 2.7 0.8
1-24 years _______ 6.4 5.5 5.9 5.4 5.0 5.6 4.5 5.4 4.7 4.6 4.3
25-29 years______________ 19.6 19.9 17.1 15.3 14.4 15.2 14.2 12.7 13.7 11.1 11.3
30-34 years___ _____  . 49.1 38.8 41.5 40.4 25.5 29.7 26.7 26.7 25.4 23.9 23.9
35-39 years_____________ . 89.1 82.9 72.1 71 4 60.2 60.4 57.7 56.3 57.7 51.4 45.3
40-44 years ___ 155.9 144.8 128.4 119.1 115.2 110.8 107.1 106.7 102.9 95.1 94.3
45-49 years __ ___ 223.5 226.4 207.1 194.4 173.9 189.4 182.7 192.7 177.1 177.9 164.1
50-54 years 335.7 312.0 300.7 271.2 267.0 270.4 273.4 273.6 262.3 251.0 270.9
55—59 years 446.2 390.7 369.6 343.6 357 1 371.3 346.8 393.0 368.9 368.1 357.8
60-64 years 528.3 446.0 505.4 508.1 422.6 442.9 438.5 446.7 484.9 459.3 471.9
65 years and over 513.5 542.2 591.0 597.0 641.6 609.7 676.9 689.2 685.5 683.3 700.9
65-69 years 429.2 478.0 498.3 341.8 534.0 542.0 554.9 535.0 505.0 484.5 492.0
70-74 years 565 2 551.3 596.6 590.8 672.4 719.6 745.2 800.4 840.4 810.3 801.5
75-79 years 617.7 672.8 676.6 671.3 729.1 738.3 766.1 808.1 785.1 917.1 940.1
80-84 years 525.0 545.1 757.2 690.9 744.2 781.6 715.3 742.5 773.6 769.5 822.6
85 years and over _______ 719.2 641.2 727.5 942.9 758.9 847.4 819.5 787.5 792.8 732.7 819.0
Black female:
All ages .  .  _ . 111.8 _ 113.8 113.6 117.3 121.4 120.1 125.5 124.7 123.3 126.8
Under 25 years _ _ 6.5 6.0 5.4 5.1 5.6 4.6 5.4 4.7 4.7 4.2
Under 1 year ___  __j — — 6.7 3.0 3.3 4.6 4.2 3.1 4.6 2.7 0.5
1-24 years . .  ___ — — 5.9 5.5 5.2 5.6 .46 5.5 4.7 4.8 4.3
25-29 years_____ _ __ .. 19.7 — 18.4 16.6 15.4 16.6 15.3 13.6 14.9 11.2 12.3
30-34 years _______  . . . 50.6 . . . 43.1 43.9 27.0 30.8 22.7 28.9 26.9 25.4 25.8
35-39 years __ __ _ _____ 89.2 — 75.9 73.9 64.6 61.8 62.6 59.3 60.6 54.8 48.4
40-44 years____  _ ____ 156.6 ___ 132.4 124.6 124.7 118.9 117.1 115.2 111.6 101.4 .100.3
45-49 years _ ____ 227.3 — 210.7 201.8 183.2 202.6 193.8 208.8 190.6 191.3 177.3
50-54 years . .  ____ 339.5 — 308.4 278.4 280.3 284.2 287.8 290.4 279.6 270.6 290.6
55-59 years _____  _ 449.9 — 384.8 355.0 370.7 388.0 361.1 407.7 382.0 385.5 377.7
60-64 years_________ 530.1 — 518.5 527.4 444.7 455.3 450.5 463.4 501.1 472.7 491.1
65 years and o v e r_____ 513.0 ™ 591.4 601.2 668.4 623.0 695.2 713.4 709.7 704.4 730.3
65-69 years . . . . . . 428.4 — 505.0 515.5 558.3 554.3 563.8 545.8 513.6 489.0 497.8
70-74 years________ 569.5 . . . 596.5 593.5 702.3 749.0 778.7 852.4 897.9 860.1 855.5
75-79 years_________ \ . . . 673.4 670.1 762.5 761.2 792.2 848.4 831.4 989.8 1,028.6
80-84 years ____ l  605.3 — 745.1 672.6 764.7 785.3 719.6 764.2 791.2 789.0 871.3
85 years and o v e r___ f . . . 728.9 934.8 791.5 873.9 851.4 810.0 813.6 733.0 844.0
' Based upon a 50-percent sample of deaths. 
2 Includes all races and both sexes.
NOTE: The ICDA Revisions and code numbers are for 1950 and 1955, Sixth Revision, Nos. 140-205, for 1960 and 1965, Seventh Revision, Nos. 140-205; and 
for 1970-76, Eighth Revision, Nos. 140-209. '
SOURCES: National Center for Health Statistics: Vita/ Statistics of the United States, Vol. II, for data years 1950-1973, Washington. U.S. Government Printing 
Office; for data years 1974—1976, Public Health Service, DHEW, Hyattsville, Md. To be published; U.S. Bureau of the Census: Population estimates and projections. 
Current Population Reports. Series P-25, Nos. 310, 519, 529, and 643. Washington. U.S. Government Printing Office, June 1965, Apr. 1974, Sept. 1974, and Jan. 
1977; General population characteristics. United States summary, 1960 and 1970. U.S. Census of Population. Final reports PC(1)-B1; 1950 Nonwhite Population by 
Race, Special report P-E No. 3B. Washington. U.S. Government Printing Office, 1961, 1972, and 1951; National Center for Health Statistics: Data computed by the 
Division of Analysis from data compiled by the Divison of Vital Statistics.
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196 T a b le  3 2 . D eath  rates  d u e  to  c a n c e r o f  th e  re s p ira to ry  s y s te m , a c c o rd in g  to  race, sex, an d  ag e : U n ite d  S ta tes , s e le c te d  y e a rs  1 9 5 0 -7 6
(D a ta  a re  b a sed  o n  th e  n a tio n a l v ita l re g is tra tio n  sy s tem )
Race, sex, and age
Year
1950 1955 1960 1965 1970 1971 1972' 1973 1974 1975 1976
Total2 Number of deaths per 100,000 resident population
All ages 14.1 18.2 22.2 26.9 34.2 35.4 37.0 37.8 39.5 40.7 42.5
Under 25 years 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1
25-34 years 0.9- 1.0 1.1 1.0 1.0 1.1 0.9 1.0 0.9 0.9 0.9
35-44 years _ 5.1-=- 5.9 7.3- 9.3 11.6 11.2 11.6 11.2 11.0 11.0 10.7
45-54 years 22.9 27.4 32.0 „ 38.4 46.2— 47.0 49.2 49.6 51.6 52.3 53.4
55-64 years 55.2 68.5 81 5 93.5 116.2 116.3 122.8 125.6 130.5 131.9 135.6
65 years and over 69.0 90.2 111.0 136.1 170.1 180.2 186.3 189.5 196.4 202.2 211.4
65-74 years _ ___ 69.3 92.9 117.2 142.9 174.6 183.6 190.5 193.0 198.5 205.3 212.5
75-84 years _ ____ 69.3 88.2 102.9 129.2 175.1 184.7 192.2 195.7 206.9 212.4 226.2
85 years and over 64.0 65.8 79.1 97.1 113.5 133.0 127.9 136.6 141.1 142.8 152.5
White male
All ages _______ 24.1 32 5 39.6 47.5 58.3 59.4 61.5 62.4 64.5 65.8 67.9
Under 25 years______________ 0.2 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1
25-34 years 1.2 1.4 1.6 1.4 1.4 1.5 1.0 1.1 1.1 1.3 1.0
35-44 years 7.9 8.9 10.4 12.9 15.4 14.7 14.9 14.7 14.2 13.4 13.4
45-54 years 39.1 47.2 53.0 60.7 67.6 67.1 69.9 69.5 72.9 73.0 72.7
55-64 years 95.9 125.3 149.8 169.7 199.3 195.3 202.8 204.1 208.4 206.3 209.3
65 years and over 116.1 164.4 211.7 270.8 341.7 361.2 371.7 377.4 387.1 398.0 411.3
65-74 years 119.5 172.1 225.1 282.5 344 8 358.6 366.7 371.3 374.0 385.2 391.8
75-84 years 109.1 155.2 191.9 259.2 360 7 385.7 405.9 411.1 438.4 452 0 477.5
85 years and over 102.8 105.1 133.9 181 5 221.8 269.7 260.4 285.2 294.2 298.2 329.6
White female
All ages 5.4 5.7 6.4 8.6 13.1 142 15.5 16.0 17.5 18.8 20.5
Under 25 years 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.1
25-34 years 0.5- 0.6 0.6 0.6 0.6 0.7 0.6 0.8 0.7 0.5 0.7
35—44 years 2.2 2.6 3.4 4.5 6.0 6.1 6.9 6.4 6.4 7.1 6.7
45-54 years 6.5. 6.8 9.8 14.8 22.1 23.4 25.3 24.4 25.7 27.7 29.1
55-64 vears 15.5 14.8 167 23 4 39 3 41 8 4fi ft 4Q 7 54 7 5ft Q 63 0
65 years and over 31.6 31.2 30 6 36 7 50 0 55 3 5ft fi fifl Q fifi 3 fiq fi 77 3
65-74 years 27.2 26.7 26.5 33.1 45.4 51.3 56!e 57.9 64.1 68.1 76.3
75-84 years 40.0 39.1 36.5 41.1 56.8 59.4 60.6 64.9 68.9 71.3 79.4
85 years and over_____ 43.9 42.7 45.2 51.2 57.4 68.2 64.5 66.2 71.3 73.1 76.4
197
All other male 
All ages ______ ______ 14.5 20.6 30.5 36.0 47.6 48.7 51.8 54.2 56.4 56.7 58.3
Under 25 years __ _________  __ 0.2 0.1 0.1 0.2 0.1 0.1 0.1 0.1 0.1 0.1 0.1
25-34 years - - ___ 2.1 2.2 2.5 1.7 2.4 1.9 2.5 1.9 1.6 1.6 1.5
35-44 years - -  ____  _ _________ 9.3 12.9 19.8 24.5 29.3 27.5 28.0 25.2 26.7 27.3 23.845-54 years___________ ____ _____ 40.5 56.3 70.4 84.7 113.1 113.2 115.1 130.6 128.7 122.9 129.055-64 years --  —  - -  _______ 79.1 108.0 154.2 171.0 231.5 241.8 263.9 275.4 283.8 290.0 295.465 years and over________  _________ 60.7 93.7 170.2 219.6 285.3 299.4 326.3 332.9 357.8 358.4 369.1
65-74 years __ - -  - __________ 67.6 100.6 183.4 240.2 301.2 310.6 343.9 343.6 378.1 378.2 384.375-84 years _ _____  ____ 48.5 83.2 145.4 177.8 278.7 301.0 313.9 331.9 340.7 346.9 372.285 years and over 10.5 45.8 114.8 147.1 158.8 117.6 192.2 218.9 221.1 218.8 223.5
Black male:
All ages ____  ___________ 14.3 — 31.1 37.6 51.2 51.8 55.5 58.3 61.0 61.8 63.3
Under 25 years___  . _ . 0.2 0.1 0.2 0.2 0.2 0.1 0.1 0.0 0.1 0.1
25-34 years 2.1 — 2.6 1.8 2.9 2.0 2.6 2.1 1.8 1.6 1.5
35-44 years 9.4 ... 20.7 26.1 32.6 30.5 31.1 28.1 29.8 30.7 26.7
45-54 years 41.1 ... 75.0 90.4 123.5 123.7 125.9 143.4 141.8 136.9 142.6
55-64 years 78.8 ... 161.8 182.7 250.3 259.9 283.8 295.6 306.1 313.2 319.4
65 years and over.- __________ _ . 58.9 ... 166.4 224.0 302.9 311.4 343.0 353.7 382.4 383.3 394.0
65-74 years_________ ____________ x 65.2 ... 184.6 248.1 322.2 324.7 368.0 366.7 402.8 404.7 408.8
75-84 years____ - _ - _ > d? d — 126.3 172.6 290.6 310.6 315.8 351.9 369.2 370.7 401.5
85 years and over_____  ____ . ) 110.3 140.0 154.4 159.5 190.7 220.0 220.8 220.8 226.8
All other female
All ages ____________________ 3.4 4.5 4.9 6.3 9.5 10.5 10.5 11.5 12.1 12.5 13.4
Under 25 years______ 0.1 0.1 0.1 0.1 0.0 0.0 0.1 0.1 0.0 0.0 0.0
25-34 years.- ________ . .  _______ 1.1 0.7 0.7 0.9 0.5 0.8 0.6 0.6 0.7 0.7 0.8
35-44 years. .  ______ ____________  . 2.6 3.3 3.5 6.1 9.4 9.8 8.7 8.8 8.6 8.4 8.3
45-54 years __________  - ______ 8.7 10.9 12.5 16.7 23.3 28.1 28.2 31.2 32.1 30.7 34.4
55-64 years _______ __________ 15.5 19.6 20.2 25.8 35.3 39.4 40.1 46.7 53.6 52.3 54.7
65 years and over____________ _ . 18.3 25.0 27.2 29.3 49.0 51.5 51.8 55.0 54.8 62.6 66.0
65-74 years _________________ 17.8 25.2 22.5 29.5 47.7 53.7 50.5 55.6 54.4 62.9 65.8
75-84 years ________ ______ _ _ . 19.6 25.0 35.8 27.7 53.2 49.3 55.3 54.8 59.2 64.4 70.1
85 years and over______ ______ - .  . 19.2 23.5 44.7 34.7 45.8 42.1 51.2 51.1 43.3 55.5 56.2
See footnotes at end of table.
198 T a b le  32 . D e a th  ra tes  d u e  to  c a n ce r o f  th e  re s p ira to ry  s y s te m , a c c o rd in g  to  race, sex, a n d  ag e : U n ite d  S ta te s , se lected  y e ars  1 9 5 0 -7 6 — C o n tin u e d
(Data are based on the national vital registration system)
Race, sex, and age
Year
1950 1955 1960 1965 1970 1971 19721 1973 1974 1975 1976
Black female: Number of deaths per 100,000 resident population
All ages . 3.4 — 4.9 6.3 10.1 11.1 10.9 12.1 12.7 13.4 14.5
Under 25 years_______________  _ . 0.1 0.1 0.1 0.1 0.0 0.1 0.1 0.0 0.0 0.0
25-34 years 1.2 — 0.8 0.9 0.5 0.9 0.6 0.5 0.7 07 0.8
35-44 years 2.7 . . . 3.4 6.3 10.5 10.4 9 9 9 7 9 3 9 R 9 1
45-54 years 8.8 — 12.8 17.6 25.3 30.0 30.5 33.7 34.9 33.6 38.4
55-64 years 15.3 . . . 20 7 26.0 36.4 41.2 41.6 47.9 54.8 55.0 57.9
65 years and over 17.2 _ 25.3 27.3 50.0 51.8 49 2 54 2 55 0 83 7 fifi fi
65-74 years •v 16.4 . . . 20.7 28.2 49 3 53.5 47.3 55.9 54.9 63.7 66^3
75-84 years > 1Q 0 ... 33.1 24.5 52.6 49.8 52.3 53.1 60.5 65 5 73.9
85 years and over __ . . . 44.7 30.4 47.6 44.9 54.1 45 0 38 6 53.5 49.5
1 Based upon a 50-percent sample of deaths.
2 Includes all races and both sexes.
NOTE: The ICDA revisions and code numbers are for 1950 and 1955, Sixth Revision, Nos. 160-164; for 1960 and 1965, Seventh Revision, Nos. 160-164; and 
for 1970-76, Eighth Revision, Nos. 160-163.
SOURCES: National Center for Health Statistics: Vital Statistics of the United States, Vol. II, for data years 1950-1973, Washington U S. Government Printing 
Office; for data years 1974-1976, Public Health Service, DHEW, Hyattsville, Md. To be published; U.S. Bureau of the Census: Population estimates and projections 
Current Population Reports Series P-25, Nos. 310, 519, 529, and 643 Washington. U.S. Government Printing Office, June 1965, Apr. 1974, Sept. 1974, and Jan. 1977, 
General population characteristics, United States summary, 1960 and 1970. U.S. Census of Population. Final reports PC(1)-B1, Nonwhite Population by Race, Special 
report P-E No. 3B. Washington U.S Government Printing Office, 1961, 1972, and 1951; National Center for Health Statistics: Data computed by the Division of Analysis 
from data compiled by the Division of Vital Statistics
199
T a b le  3 3 . D ea th  ra tes  d u e  to  d is e a s e s  an d  c o n d itio n s  an d  e x te rn a l ca uses  fo r  p e rs o n s  u n d e r  2 5  y e a rs  o f  a g e , a c c o rd in g  to  race, sex, a n d  a g e : U n ite d  S ta te s , 19 76
(Data are based on the national vital registration system)
Sex and age
All causes Diseases and conditions ICDA Nos. 000-796'
External causes 





All other All White
All other
Total Black Total Black races Total Black
Both sexes Number of deaths per 10,000 resident population
All ages under 25 years _ _ _ 12.4 11.3 18.7 19.5 7.3 6.4 12.5 13.2 5.1 4.9 6 .2 6.3
Under 6  years __ _ _ 30.9 26.8 50.2 54.0 77. fi 73 9 45 1 48*6 3 3 2 9 5 1 5 A
Under 1 year _ . . .  ___ ________ ___ 159.5 135.6 278.1 301.4 154.5 131 4 7fiR 9 791 fi R 0 4*2 9 3 9 fi
1-5 years ___________  _ __ __ _ 6.4 5.8 8 .8 9.3 3 4 3 7 4 4 4 7 2 9 2*6 4 4 A fi
6 - 1 1  years . . .  . . .  .  . . .  _. ._ ___ 3.1 2.9 3.9 4.0 1.5 1.5 1 .6 T 6 1 .6 1.4 2.3 2.4
12-17 years ____  _ _ 6 .0 5.9 6.4 6 .2 1 .8 1.7 2.4 2.5 4.2 4.2 3.9 3.7
12-15 years . .  . . .  . . .  . _. 4.4 4.3 4.9 4.8 1 .6 1.5 2 .2 2.3 2.7 2.7 2.7 2.5
16-17 ye a rs___  . .  . .  ____ _____ _. 9.1 9.1 9.4 9.0 2 .1 2 .0 2.9 3.0 7.0 7.1 6.5 6.1
18-24 y e a rs ___  .  ____ _____ 12.9 12 .0 17.9 18.6 3.0 2.7 5.2 5.6 9.8 9.4 12.7 13.0
Male
All ages under 25 years .  . 15.8 14.5 23.0 24.0 8.3 7.2 13.9 14.7 7.5 7.2 9.2 9.3
Under 6  years . . . .  ________ 34.3 30.0 54.9 59.2 3 0 -K 7fi fi 49? 53  2 3  f i
Under 1 ye a r.. _ ___ 176.3 151.2 301.2 328.3 170 R 14fi fi 791 4 3 1 7  8 5 5 4 6 9 9 m  £
1-5 years __ ___ 7.1 6 .6 9.8 10.4 3.7 3.4 4.9 5.1 3.5 3.1 5.0 5.2
6 - 1 1  years _ . .  . . . 3.7 3.5 4.9 5.0 1 .6 1 .6 1.7 1.7 2 .1 1.9 3.2 3.3
12-17 years ____ . . . 8 .1 8 .0 8.7 8.4 2 .1 2.0 2 .6 2 .6 6 .1 6 .1 6 .1 5.8
12-15 years .  _ __ 5.7 5.6 6 .2 6 .1 1 .8 1 .8 2.3 2.3 3.9 3.8 3.9 3.8
16-17 y e a rs ____ 12.9 12 .8 13.6 13.2 2.5 2.3 3.3 3.2 10.4 10.4 10.3 9.9
18-24 years . . . ___  ________  . . .  _. . 19.4 18.2 26.8 27.9 3.7 3.3 6 .1 6 .6 15.7 14.9 20.7 21.4
Female
All ages under 25 years ___________ 9.0 8 .0 14.4 15.1 6.4 5.5 1 1 .2 1 1 .8 2 .6 2.5 3.3 3.3
Under 6  y e a rs ___  _ ___ 27.3 23.5 45.3 48.7 24.6 2 1 .1 40.8 43.9 2.7 2.3 4.5 4.8
Under 1 y e a r ._____ 141.9 119.2 254.2 273.8 137.3 115.5 245.5 264.7 4.6 3.7 8.7 9.2
1-5 years ____  _____ . . .  . 5.5 5.1 7.7 8 .2 3.2 3.0 3.9 4.2 2.4 2 .1 3.8 4.0
6 - 1 1  years . . . . 2.5 2.4 3.0 3.1 1.4 1.4 1.5 1 .6 1 .1 1 .0 1.5 1.5
12-17 years .  ________  . . . 3.7 3.7 4.0 3.9 1.5 1.4 2.3 2.3 2 .2 2.3 1 .8 1 .6
12—15 years _ _ _____ 3.0 2.9 3.5 3.4 1.4 1.3 2 .1 2 .2 1 .6 1 .6 1.4 1.3
16-17 years _. ___ 5.2 5.2 5.2 4.9 1.7 1.6 2.6 2.7 3.5 3.7 2.6 2.2
18-24 years .  ___  . . . 6.4 5.8 9.6 10.0 2.4 2.1 4.4 4.7 4.0 3.8 5.2 5.3
1 Deaths are coded according to the Eighth Revision International Classification of Diseases, Adapted for Use in the United States.
2 Accidents, poisonings, and violence.
S O U R C E : N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  c o m p u te d  b y  th e  D iv is io n  o f  A n a ly s is  fro m  d a ta  c o m p ile d  b y  th e  D iv is io n  o f  V ita l S ta tis tic s .
D. Determinants of Health
B e g in n in g  soon  a f te r  c o n c e p tio n  a n d  
th roughou t life, decisions are m ade tha t af­
fect people’s health. N utrition , exercise, and 
medical care, as well as the use o f cigarettes, 
alcohol, and medications all play a role in 
determ ining  health.
T h e  popu la tion ’s health  can also be af­
fected adversely by pollutants in the environ­
m en t o r favorably by effo rts  to m inim ize 
exposure to various health  hazards. In  add i­
tion, spontaneous circumstances over which 
ind iv iduals have v irtually  no co n tro l also 
influence health.
Efforts m ade even p rio r to b irth  can influ­
ence health  status. For instance, early p re ­
natal care reduces the incidence o f fetal and 
childhood m orbidity and mortality. In  1976, 
nearly th ree-fourths o f p reg n an t women re ­
ceived prenatal care by the end  o f the first 
trim ester o f their pregnancy, com pared with 
a little m ore than two-thirds o f the women in
1970.* 1 T he  proportion  o f women receiving 
no care o r care only du ring  the last trim ester 
o f pregnancy declined slightly from  8 percent 
to 6 percent du ring  1970-76.
In  1976, m ore than  80 percent o f women 
25-34 years o f  age received early prenatal 
care, while w om en younger and older than  
tha t group  m ore often tended  to delay receiv­
ing  care. Black w om en w ere less likely to 
receive early care than  w ere white women. 
Differences in the proportions o f  white and 
black women getting early care were smallest 
a t the youngest ages. By 20-24  years o f age, 
how ever, the  p ro p o rtio n  o f  w hite w om en 
receiving early prenatal care was about 30 
percent h igher than  the p roportion  o f  black 
women. Y oung women u n d er 15 years o f age
N O TE: Unless otherw ise noted , data are from  
the  ongoing  data-collection systems o f  th e  N ational 
C enter fo r H ealth  Statistics. In  m any instances the data 
have been published in the Vital and Health Statistics 
series.
1 T h e  data  presen ted  are draw n from  individual 
b irth  certificates, hence the figures shown technically 
re fe r to num bers o f births ra th e r  than  to num bers o f 
m others. However, since very few women have m ore 
than  one child in  a given year, fo r ease and  clarity in 
writing, the term s “w om en” an d  “m others” are used 
ra th e r  than  live births in the  ensuing discussion.
face the greatest risks related  to pregnancy 
outcom e, and  they are  th e  m ost likely to 
delay care until the seventh m onth  o r receive 
no care at all.
Im m unization provides fu rth e r  protection 
against childhood m orbidity and  m ortality. 
In  1976, 34 percent o f children 1-4 years o f 
age were not protected  against rubella, and 
32 percent were not protected  against m ea­
sles. Almost 4 percen t o f  these young chil­
d ren  had not received any d iphtheria-teta­
nus-pertussis im m unization, and  nearly  10 
percent had no t received any doses o f polio 
vaccine.
In  general, white children were m ore often 
protected  from  these diseases than  were chil­
d ren  o f all o ther races. C hildren living inside 
central cities o f  standard  m etropolitan  statis­
tical areas (SMSA’s) were the  least likely to be 
adequately  im m unized  w hen co m p ared  to 
children living outside the central city and 
those not living in SMSA’s. W ithin the central 
city, two-thirds o f children 1-4 years o f  age 
living in nonpoverty areas had  been vacci­
nated against measles com pared with ha lf the 
children in the poverty areas. Similarly, about 
60 percent o f the children living in nonpov­
erty areas were adequately vaccinated against 
polio com pared with 38 percent in poverty 
areas.
T h e  problem  o f m alnutrition in the U nited 
States is no t associated as m uch with u n d e r­
consum ption and  poverty as with overcon­
sum ption. O verconsum ption o f  fats, sugar, 
salt, and  alcohol has been linked to the major 
causes o f  death  (i.e., h eart disease, cancer, 
stroke, diabetes, arteriosclerosis, and  cirrhosis 
o f the liver). In  the first H ealth  and  N utrition 
Exam ination Survey 1971-74, food consum p­
tion behavior was recorded  for a sam ple o f 
the white and black civilian noninstitutional- 
ized population. Selected findings include: 
milk consum ption is h igher fo r children u n ­
der 12 years o f age than  fo r o lder people; 
less than  one-ten th  o f the ch ildren  6-17 years 
o f age eat eggs at least once a day com pared 
with m ore than  one-fifth  o f  the elderly 65­
74 years o f  age; m eat and  poultry  are eaten 
every day by four-fifths o f  the population, 
while fish and  shellfish are  seldom  or never 
ea ten  by close to h a lf  o f  th e  popu la tion ; 
fru its  and  vegetables a re  consum ed m ore
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than once a day by nearly three-fifths o f the 
population; and salty snacks are eaten much 
more frequently by black teenagers than by 
white teenagers. Even though  these data 
cannot be used to describe the overall eating 
habits of Americans, they may serve as a basis 
for fu tu re statements as to the proportion of 
Americans consum ing well-balanced diets.
D ieting is a com m on ap p ro ach  tow ard 
m a in ta in in g  good h ea lth  an d  re d u c in g  
weight. At times, however, good health may 
by sacrificed in the process o f weight control. 
About two-fifths o f the dieting civilian non- 
institutionalized population dieted  because 
they believed they were overweight and an ­
o ther fifth because o f heart trouble or high 
blood pressure. W omen were m ore likely 
than men to diet for weight reasons. Since 
older and poorer people generally are less 
healthy than  younger and  m ore affluen t 
people, they are more apt to be restricting 
the intake o f certain foods for medical rea­
sons such  as d iab e tes  o r  h e a r t  tro u b le . 
A m ong those 45-74  years o f age, low fat 
diets were cited m ore often than o ther types 
o f diets. On the o ther hand, the elderly may 
not be able to eat certain foods because of 
trouble with chewing or biting. For people 
65-74 years o f age, more than a third said 
they had difficulty eating selected foods.
Being overweight can bring on an assort­
m ent o f problems, both mental and physical. 
People may face self-image problem s if they 
believe they are overweight, w hether or not 
in fact they are, and people tend to act on 
the basis o f their self-perceptions. W omen 
perceived themselves to be overweight more 
than men and according to actual exam ina­
tion were m ore often obese. In 1974, women 
45-64  years o f age assessed themselves as 
overweight more than any o ther group and 
were likewise m easured, du ring  1971-74, to 
be the group with the largest p roportion of 
obese people.
In general, white women assessed them ­
selves as overweight m ore than black women 
did, although the proportion o f black women 
who were found to be obese by exam ination 
was m uch h igher than  the p ro p o rtio n  of 
white women (31 percent versus 22 percent) 
d u r in g  1971-74 . O besity , as d e f in e d  by 
physical m easurem ents, is a serious problem
and  can be a d e te r re n t  to good health . 
Obesity aggravates hypertension; both preva­
lence and incidence o f hypertension increase 
as w'eight increases. Conversely, weight re ­
duction can low'er an elevated blood pressure.
Exercise and sports participation are rec­
ognized as a m eans o f m ain ta in ing  good 
health, especially of the cardiovascular sys­
tem. In the early 1970’s, an estim ated 57 
percent o f the civilian noninstitutionalized 
population 12-74 years o f age said they w'ere 
very active or that they exercised a lot, while 
only 6 percent said they were inactive or that 
they did not exercise or exercised only a 
little. In ano ther study in 1975, 55 percent of 
those 20 years o f age and over rated them ­
selves as m ore active than others their same 
age. When asked about exercise on a weekly 
basis, only 49 percen t said they regularly  
exercised. Almost 80 percent o f young peo­
ple 12-17 years of age rated themselves as 
very active, more than any other age group. 
A higher percent o f the elderly rated them ­
selves as inactive w hen com pared  to any 
other group.
A nother factor that affects health is smok­
ing. T he evidence is virtually uncontested  
that smokers have a higher risk o f cardiovas­
cular diseases and  lung  cancer than  n on ­
smokers. Death rates are higher for curren t 
smokers than for form er smokers, and rates 
for form er smokers are higher than for those 
w'ho never smoked. Recent evidence suggests 
that risks associated with smoking low tar and 
nicotine cigarettes may be less serious than 
those associated with smoking cigarettes high 
in tar and nicotine conten t.2
Although the Surgeon G eneral’s report on 
the effects o f cigarette smoking is more than 
a d ecad e  o ld , m any p eo p le  c o n tin u e  to 
smoke. T he proportion o f women who were 
curren t smokers declined by 6 percent over 
the 11-year period from 1965 to 1976. How­
ever, this small change masks a large varia­
tion by age; 10 percent of women 65 years of 
age and over smoked in 1965 com pared with
“Ham m ond, E. C., Garfinkel, L., Seidman, H., 
and Lew, E. A.: “T a r” and Nicotine C ontent o f Ciga­
rette Smoke in Relation to Death Rates. Paper p re­
sented to the C onference on the Origins o f H um an 
Cancer, Cold Springs H arbor Laboratory, New York, 
Sept. 14, 1976.
202
13 percent in 1976, an increase o f a third, 
while the p roportion  o f  younger women, 20­
24 years o f  age, who were cu rren t smokers 
declined by 18 percent from  42 percent to 34 
percent.
T he num ber o f cigarettes smoked per day 
varies by sex, race, and age. T he  heaviest 
smokers in 1976 were white m en 35-44 years 
o f age; nearly a fifth o f them  smoked m ore 
than 25 cigarettes per day.
T he cu rren t data on the sm oking habits o f 
younger people indicate th a t few er young 
m en are starting to smoke as teenagers than  
a decade earlier. In  1965, 32 percent o f m en 
20-24 years o f  age had never smoked ciga­
rettes com pared with 42 percent o f m en 20­
24 years o f  age in 1976. A m ong  y o u n g  
w om en, th e re  was little change. In  1976, 
about 55 p ercen t o f  young w om en 20-24  
years o f age had never smoked cigarettes.
A m ong high school seniors in 1977, about 
10 percent reported  that they sm oked at least 
a pack  o f  c ig a re tte s  p e r  day. N early  30 
percent said they smoked every day du rin g  
the m onth p rio r to interview. T he  am ount of 
smoking am ong high school senior girls was 
on the increase, bu t now appears to have 
stabilized. A bout a fifth o f the seniors, with 
virtually no sex differential, sm oked half a 
pack a day o r m ore in the m onth  p rio r to 
interview.
Available data also show tha t people who 
d rink  alcohol ru n  a h igher risk o f certain  
cancers o f  the u p p er respiratory  and  diges­
tive tra c t th a n  th o se  w ho do n o t d r in k . 
A lthough alcohol itself is no t the only risk 
factor involved, “people drink ing  large quan­
tities o f alcohol may well have nu tritiona l 
deficiencies leaving them  m ore susceptible to 
the action o f alcohol.”3 While what consti­
tutes problem  or excessive d rink ing  is hard  
to define, nearly 18 percent o f the civilian 
noninstitutionalized population 45-54  years 
o f  age said they d ran k  every day o r ju s t 
about every day, com pared with 45 percent 
who said they drank  fewer than  4 times per 
m onth. O f the young adults 18-24 years o f 
age who had had at least one d rink  du ring
3 N ational C ancer In s titu te : Cancer Rates and 
Risks, 2nd ed., by D. L. Levin, et al. D H EW  Pub. No. 
(N IH ) 76-691. Public H ealth  Service. W ashington. U.S. 
G overnm ent P rin ting  Office, 1974.
the year p rio r to interview, 19 percent indi­
cated that w hen they did drink , they usually 
d rank  four o r m ore glasses o f  wine, beer, or 
liquor per day.
T he drinking  patterns o f high school sen­
iors show tha t about 71 percent o f the seniors 
in 1977 said they drank  alcohol d u ring  the 
m onth  p rio r to interview. Six percent said 
they d rank  every day du rin g  the period. T he 
p ro p o r tio n s  in d ica te  som e u p w a rd  shifts 
from  the preceding  2 years.
D ependence on sleep ing  aids may be a 
fu rth e r exam ple o f substance abuse. For m en 
and women 20 years o f  age and  over in 1976, 
use increased with age and  was g reater for 
women than  fo r men.
An estim ated 20 p ercen t o f  the civilian 
noninstitutionalized m ale popula tion  d rank  
five cups o f  coffee o r m ore  p e r  day. In  
recent studies, high caffeine levels have been 
related to increased health  hazards. I t  was 
found that people who d rink  m ore than  four 
cups o f coffee o r nine cups o f  tea per day 
have a doub le  risk  o f  hav ing  v en tricu la r 
p rem atu re  beats (VPB) w hen com pared  to 
those who have a few cups o r n o n e .4 Such 
arrythm ias have been linked to subsequent 
heart attacks.
In  recen t years there  has been a significant 
increase in the  p ro p o rtio n  o f  h igh school 
seniors who rep o rt sm oking m arijuana. In  
1977, 56 percen t o f  high school seniors said 
tha t they had  ever sm oked m arijuana com­
pared  with 47 percent o f  the seniors in 1975. 
Similarly, the p roportion  repo rting  use in the 
m onth  p rio r to interview increased from  27 
percent in 1975 to 35 percen t in 1977. Daily 
use o f m arijuana likewise increased, from  6 
percent to 9 percent over the 2 years. Use o f 
o ther illicit drugs rem ained relatively stable 
d u rin g  this time. Less than  10 percen t o f 
seniors rep o rted  use o f  stim ulants (8-9 p e r­
cent), sedatives (5 percent), o r tranquilizers 
(4-5 percent) in the m onth  p rio r to interview. 
However, use o f  heroin, cocaine, hallucino­
gens, inhalants, o r o th e r opiates increased 
slightly between 1976 and  1977.
Two o th e r factors that have an  im pact on 
health are occupational hazards and  environ­
4 A rrhythm ia linked to too m uch coffee o r tea. 
Medical World News, May 1, 1978. p. 52.
203
m ental quality. Substances that have been 
fo u n d  to be h a rm fu l in c lu d e  lead , vinyl 
chloride, fluorocarbons, and polychlorinated 
biphenyls (PCB's). Currently, the hazardous 
effects o f  the pesticide K epone are being 
exam ined. T he specific cause o f chronic ill 
effects from  some type o f exposure in the 
work environm ent is often difficult to detect, 
even when effects are severe. T he afflicted 
individual has trouble rem em bering and iso­
lating experiences that may have occurred 
years earlier, and exposure may have been 
from  a wide variety of sources. Additionally, 
individuals may have very d iffe ren t to ler­
ances.
Air quality, however, can be m easured by 
emissions estimates. Since 1970, emissions of 
particulates decreased by 40 percent mainly 
because o f im provem ents in industrial proc­
esses. O n the o th e r hand , n itrogen  oxide 
emissions have increased because o f em is­
sions from  highway vehicles and from  in­
creased fuel combustion by electric utilities.
Fluoridated water has been shown to be 
effective in the prevention o f tooth decay. In 
1975, almost half o f the United States popu­
lation was served with dentally-significant 
fluoridated water com pared with only about 
two-fifths o f the population in 1967. Nearly 
all o f the fluoridation is from  chemical add i­
tions to the water supply ra ther than from 
natural occurrence. T he proportion  o f peo­
ple served by fluoridated water supplies var­
ies dramatically by geographic division, from 
66 percent in the East N orth  Central States 
to 23 percent in the Pacific States. In five 
States (i.e., Connecticut, Illinois, Michigan,
Texas, and Colorado) and  the District o f 
Columbia m ore than 75 percent o f the pop­
ulation were served with fluoridated water.
Finally, natural disasters and accidents can 
have severe effects u p o n  an in d iv id u a l’s 
health. In particular, evidence o f psychologi­
cal dam age has been noted in the afterm ath 
o f physical disasters.5 On February 9, 1971, 
an earthquake struck the San Fernando Val­
ley of California. For 2 years following the 
disaster, sleep disturbances including night­
m ares and  phobias were no ted  in young 
children. On February 26, 1972, in Buffalo 
Creek, W. Va., a dam burst, and 127 people 
were killed. T heir bodies were strewn all over 
the town. A fter a law suit was brought against 
the mining company, $6 million was awarded 
for psychological damages. Pervasive depres­
sion and  phobias co n tin u ed  fo r 2 years 
am ong the residents o f Buffalo Creek.
In 1976, approx im ately  101,000 deaths 
w ere caused  by acciden ts. A ccidents, a l­
th o u g h  p rev en tab le  to a ce rta in  d eg ree , 
nevertheless were the leading cause o f death 
for people 1-34 years o f age in 1976. More 
than  a th ird  o f  all dea ths am ong young 
people 15-24 years o f age were the result of 
m otor vehicle accidents. Based on sample 
data from the H ealth Interview Survey, half 
of the episodes o f injuries in 1975 occurred 
to people at home; for people 65 years o f age 
and over, three-fourths o f the episodes oc­
curred  at home.
5 Division o f Special M ental H ealth Program s, 
M ental H ealth  Disaster Assistance Section, Alcohol, 
D rug Abuse, and Mental Health A dm inistration, Public 
H ealth Service: Personal com m unication, 1978.
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T a b le  3 4 . L iv e  b ir th s , a c c o rd in g  to  m o n th  o f  p re g n a n c y  p re n a ta l c a re  b e g a n  a n d  ra c e : U n ite d  S ta te s ,
re p o rt in g  a re a s , 1 9 7 0 -7 6



























1970 _ _______ 100.0 41.2 26.7 12.1 7.3 4.8 3.4 2.0 0.8 1.7
1 9 7 1 ........................ 100.0 41.4 27.2 12.2 7.2 4.7 3.1 1.8 0.7 1.6
1972 . 100.0 42.4 27.0 12.0 7.1 4.5 3.0 1.7 0.7 1.6
1973 . . .  . 100.0 43.8 27.0 11.6 6.8 4.2 2.8 1.7 0.7 1.5
1974 100.0 44.9 27.2 11.4 6.4 3.9 2.6 1.6 0.6 1.4
1975 100.0 45.5 26.8 11.4 6.3 3.9 2.6 1.5 0.6 1.3
1976 _____________ 100.0 46.7 26.7 11.0 6.1 3.7 2.4 1.4 0.6 1.4
White
1970 100.0 44.5 27.9 11.3 6.2 3.9 2.7 1.6 0.7 1.2
1971 100.0 44.7 28.3 11.3 6.1 3.8 2.6 1.5 0.6 1.1
1972 100.0 45.7 27.9 11.1 6.0 3.7 2.4 1.4 0.6 1.1
1973 .  _________ 100.0 47.1 27.8 10.6 5.7 3.4 2.3 1.4 0.6 1.1
1974 100.0 48.0 27.9 10.4 5.4 3.2 2.2 1.3 0.5 1.0
1975 ________  __ 100.0 48.5 27.4 10.5 5.4 3.2 2.2 1.3 6.5 1.0
1976 _____________ 100.0 49.6 27.2 10.1 5.2 3.1 2.0 1.2 0.5 1.1
Black
1970 ____  ______ 100.0 23.7 20.6 16.2 13.1 9.8 6.9 3.8 1.5 4.4
1971 .... 100.0 24.8 21.8 16.5 13.0 9.2 6.1 3.3 1.2 4.0
1972 . .  _____ 100.0 26.4 22.6 16.7 12.5 8.5 5.5 3.0 1.1 3.6
1973 ___ 100.0 28.2 23.2 16.3 11.9 7.9 5.0 2.8 1.2 3.4
1974 __ . . . 100.0 30.1 23.8 16.1 11.3 7.3 4.7 2.6 1.1 3.0
1975 ____________ 100.0 31.6 24.2 16.0 10.8 6.9 4.4 2.4 1.0 2.7
1976 100.0 33.2 24.5 15.7 10.3 6.4 3.9 2.2 0.9 2.9
1 Includes all other races not shown separately.
NOTE: In 1970 and 1971 month of pregnancy prenatal care began was reported by 39 States and the District of 
Columbia, in 1972 by 40 States and the District of Columbia, in 1973-75 by 42 States and the District of Columbia, and in 1976 
by 44 States and the District of Columbia. Figures for 1970 and 1971 are based on a 50-percent sample of births; for 1972-76 
they are based on 100 percent of births in selected States and on a 50-percent sample of births in all other States. ■
SOURCE: National Center for Health Statistics: Vital Statistics of the Unite# States, Vol. 1, 1970-1974, Washington. U.S. 
Government Printing Office; Vol. 1,1975-1976. Public Health Service, DHEW,.Hyattsville, Md. To be published.
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T a b le  3 5 . L ive  b irth s , a c c o rd in g  to  m o n th  o f  p re g n a n c y  p re n a ta l c a re  b e g a n  a n d  race  an d  a g e  o f  m o th e r : U n ite d  S ta te s ,
re p o rt in g  a re a s , 19 7 6
(Data are based on the national vital registration system)





















Total2 _ _ _. 2,859,675 100.0 46.7 26.7 20.8 4.3 1.4
Under 15 years _____ 10,845 100.0 13.8 18.0 46.7 15.7 5.7
15-19 years _ 504,660 100.0 28.2 25.5 35.5 8.3 2.6
15 years __ ______ 28,921 100.0 18.5 21.6 44.2 11.9 3.8
16 years _ __ __ 64,386 100.0 21.4 23.4 41.9 10.4 3.0
17 years ______ . 101,670 100.0 24.7 25.2 38.4 8.8 2.8
18 years _____ _ __. 138,624 100.0 28.6 25.8 35.1 8.0 2.5
19 years _ .  __ . 171,059 100.0 34.1 26.8 30.2 6.8 2.1
20-24 years __ ___ 985,273 100.0 46.6 27.4 20.5 4.2 1.4
25-29 years ______ _ _ 877,675 100.0 55.6 26.7 14.3 2.6 0.9
30-34 years _ ___ 353,488 100.0 53.4 26.9 15.8 2.9 1.0
35-39 years _ __ _ _______ 104,479 100.0 45.1 27.2 21.3 4.6 1.8
40 years and over ___ ^ 23,255 100.0 35.6 26.3 28.5 6.6 3.0
White _ _ . 2,314,210 100.0 49.6 27.2 18.4 3.7 1.1
Under 15 years _ _ 4,552 100.0 14.4 17.7 44.3 17.3 6.3
15-19 years___  - ____ 354,709 100.0 30.2 26.5 33.4 7.7 2.2
15 years _____  . 15,818 100.0 18.9 22.3 43.0 12.2 3.7
16 years __ _ ___ _ 40,574 100.0 22.0 24.5 40.3 10.4 2.8
17 years _____ _ _ _ _ . 70,003 100.0 26.1 26.1 36.9 8.5 2.4
18 years ______  ____ 99,785 100.0 30.2 26.8 33.5 7.4 2.1
19 years ________  _ 128,529 100.0 36.3 27.7 28.1 6.1 1.8
20-24 years ______ ________ 801,188 100.0 49.3 27.9 18.2 3.6 1.1
25-29 years _ _ _ _ _ 752,880 100.0 57.6 26.9 12.7 2.2 0.7
30—34 years ______ 298,965 100.0 55.3 27.1 14.2 2.5 0.8
35-39 years__________ _ __ 83,886 100.0 47.2 27.7 19.4 4.1 1.5
40 years and over .  .  _____ _ 18,030 100.0 37.5 26.7 26.9 6.2 2.7
Black 468,450 100.0 33.2 24.5 32.4 7.0 2.9
Under 15 years _ ______ 6,118 100.0 13.5 18.2 48.6 14.4 5.3
15-19 years _ _ _ ___ 139,756 100.0 23.4 23.1 40.7 9.3 3.5
15 years __ _ _ _____  . 12,565 100.0 18.2 21.0 45.7 11.4 3.8
16 years _ _ _ _ _  __ _ . 22,601 100.0 20.5 21.7 44.5 10.0 3.2
17 years __ _ _ . 29,788 100.0 21.7 23.3 41.9 9.3 3.8
18 y e a rs ___ _ . 35,922 100.0 24.6 23.4 39.5 9.0 3.5
19 years _____ ____ . 38,880 100.0 27.2 24.3 37.0 8.4 3.2
20-24 years ______ 162,368 100.0 34.5 25.1 31.0 6.6 2.8
25-29 years _ _ _ 98,705 100.0 42.7 25.4 24.8 4.9 2.2
30-34 years _ _ _ 40,970 100.0 41.3 25.5 25.8 5.2 2.2
35-39 years____ 16,168 100.0 34.7 25.0 30.5 6.5 3.3
40 years and over __ ____  . 4,365 100.0 28.3 25.4 34.6 7.8 3.9
1 In 1976, month of pregnancy during which prenatal care began was reported by 44 States and the District of 
Columbia.
2 Includes all other races not shown separately.
NOTE: Percents are based only on records for which month of pregnancy prenatal care began is stated.
SOURCE: National Center for Health Statistics: Vital Statistics of the United States, 1976, Vol. I. Public Health Service, 
DHEW, Hyattsville, Md. To be published.
206
T a b le  3 6 . Im m u n iz a t io n  a n d  in fe c tio n  s ta tu s  o f  c h ild re n  1 - 4  y e a rs  o f  a g e : U n ite d  S ta te s , 1 9 7 0 -7 6





























1970 _____ 14,123 8 .1 57.2 14.4 37.2 76.1 7.0 65.9 10 .8 P)
1971 ........... .  . 14,112 8.7 61.0 13.9 51.2 78.7 5.8 67.3 8 .6 P)
1972____ 13,905 7.4 62.2 12.3 56.9 75.6 6.9 62.9 10.7 P)
1973____ 13,874 6.3 61.2 1 2 .8 55.6 72.6 6 .2 60.4 13.9 34.7
1974 ______ 13,210 5.1 64.5 1 2 .2 59.8 73.9 5.2 63.1 11.7 39.4
1975 _________ 12,729 4.8 65.5 11.3 61.9 75.2 4.5 64.8 10.3 44.4
19763 ________________ 12,276 4.3 65.9 10 .0 61.7 71.4 3.7 61.6 9.5 48.3
1 Diphtheria-Tetanus-Pertussis.
2 Mumps vaccination was first reported in 1973.
3 Beginning in 1976, the category "don't know" was added to response categories. This option resulted in some forced 
positive answers which were particularly apparent for those vaccinations which require multiple dose schedules, i.e., polio 
and DTP.
NOTE: The proportions of the population ever infected or vaccinated are not mutually exclusive.
SOURCE: Center for Disease Control: United States Immunization Survey, 1976. DHEW Pub. No. (CDC) 78-8221. Public 
Health Service. Atlanta, Ga., Nov. 1977.
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T a b le  37 . Im m u n iz a tio n  a n d  in fe c tio n  s ta tu s  o f  c h ild re n  u n d e r  10 y e a rs  o f  ag e , a c c o rd in g  to  sp e c ific  d iseas e , c o lo r, a n d  a g e :
U n ite d  S ta te s , 1976




























Total Percent of population
All ages under 10
years _____ _ 32,632 7.6 65.0 14.5 60.7 71.1 4.7 63.4 9.5 45.5
Under 1 year _____  _ 3,060 1 .1 6.8 2.4 6.5 29.5 26.7 22.9 34.1 4.7
1-4 years _ ____  _ __ 12,276 4.3 65.9 10 .0 61.7 71.4 3.7 61.6 9.5 48.3
5-9 years _ ____  __ 17,296 1 1 .0 74.7 19.9 69.5 78.3 1 .6 71.8 5.1 50.7
White
Under 1 year . ___ 2,542 0.8 6 .0 2 .2 6.0 31.6 26.0 24.9 31.5 3.9
1-4 years _____ 10,099 4 0 68.3 10 .2 63.8 75.3 3.4 6 6 .2 7.8 50.3
5-9 years _______ _ _ . . . 74,403 10.4 77.1 20.3 70.8 81.5 1.3 75.8 3.9 52.3
All other
Under 1 year _____ ___ 518 2.4 10.4 3.0 9.1 19.0 30.5 12.9 47.2 8.4
1-4 years _____  ___ 2,177 5.5 54.8 9.2 51.5 53.2 5.1 39.9 17.5 38.7
5-9 years ___ . . . . 2,894 14.3 62.5 17.5 62.9 62.7 3.0 52.2 10.9 42.3
Total Percent of population during year prior to interview
All ages under 10
years_ _ _ ___ 32,632 1.5 13.9 2.8 13.4 — . . . 4.6 55.0 10.4
Under 1 year _. _____ 3,060 1 .1 6.8 2.4 6.5 22.9 34.1 4.7
1-4 years ._ _________  _ _. 12,276 1.7 24.0 3.8 23.1 . . . . . . 5.8 42.5 18.5
5-9 years _____  _____  _ 17,296 1.5 7.9 2.2 7.8 — . . . 0.6 67.6 5.6
White
Under 1 year _ ____ 2,542 0.8 6.0 2 .2 6.0 _ ... 24.9 31.5 3.9
1-4 years _____ _ . . . 10,099 1.5 23.9 3.9 23.3 . . . . . . 6 .2 44.5 18.5
5-9 years _____  ______ 14,403 1.4 7.3 2 .1 7.0 ... ... 0 .6 69.3 4.9
All other
Under 1 year ______ _ . 518 2.4 10.4 3.0 9.1 12.9 47.2 8.4
1-4 years ___  _ _____ 2,177 2 3 24.5 3.2 21.7 ... . . . 4.0 32.9 18.2
5-9 years . ___  _ _______ 2,894 1.9 10.9 2.8 11.5 ... . . . 0.8 59.1 8.9
1 Diphtheria-Tetanus-Pertussis.
NOTE: The proportions of the population ever infected or vaccinated are not mutually exclusive.
SOURCE: Center for Disease ConroI: United States Immunization Survey, 1976. DHEW Pub. No. (CDC) 78-8221. Public 
Health Service. Atlanta, Ga., Nov. 1977.
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T a b le  3 8 . Im m u n iz a t io n  a n d  in fe c t io n  s ta tu s  o f  c h ild re n  1 - 9  y e a rs  o f  a g e , a c c o rd in g  to  s p e c if ic  d is e a s e , a g e , m e tro p o lita n
s ta tu s , c o lo r , a n d  p o v e r ty  le v e l: U n ite d  S ta te s , 19 7 6
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)
Age, metropolitan status, 



























1-4 years Percent of population
Central cities of
SMSA .  . .  . 3,523 5.8 62.5 9.4 59.5 6 8 .1 4.4 53.8 10.7 45.6
White ___________ 2,334 6 .0 6 6 .8 9.1 63.4 71.5 4.4 61.7 8.4 47.9
All other ________ _______ 1,189 5.4 54.0 1 0 .1 51.7 49.4 4.4 38 4 15 4 41 n
Poverty areas _______  _ 948 7.2 50.7 10.7 51.5 44.6 7.1 38.0 15.6 37.9
Nonpoverty areas_________ 2,575 5.2 6 6 .8 9.0 62.4 71.2 3.5 59.6 9.0 48.4
Remaining areas of
SMSA __________ 4,549 3.4 67.2 9.2 63.5 75.7 2.9 65.3 7.7 50.7
Poverty areas______ 314 6 .2 56.4 17.5 51.2 72.0 1 0 .1 61.5 14.7 35.2
Nonpoverty areas .  _ 4,235 3.2 6 8 .1 8 .6 64.5 75.9 2.4 65.6 7.2 51.8
Outside SMSA ____ 4,205 4.0 67.3 11.3 61.5 72.9 4.0 63.9 10.5 47.9
5-9 years
Central cities of
SMSA . .  __ 4,712 13.2 71.4 18.3 68.3 72.8 1 .8 66.3 5.5 46.4
White 3,159 12.5 76.3 19.3 70.0 78 4 1 .6 73 3 3 7 4 9  3
All other 1,552 14.6 61.4 16.3 64.9 61 9 9 9 69 1 9 3 40 7
Poverty areas 1,149 18.7 61.2 18.6 63 1 6 8 ,0 9 7 6 4  4 9 2 38 1
NonDoverty areas 3,562 11.4 74.7 18.2 70.0 77.5 1 .6 70.2 4.3 49.1
Remaining areas of
SMSA 6,776 9.3 77.3 17.4 71.9 80.6 1 .0 74.1 3.9 55.3
Poverty areas 417 19.0 70.5 2 2 .0 61.5 78.3 1 .1 71.4 5.0 39.1
Nonpoverty areas 6,360 8 .6 77.8 17.1 72.5 80.7 1 .0 74.3 3.8 56.4
Outside SMSA _____ 5,809 11.3 74.4 24.0 67.7 80.2 2 .2 73.5 6 .1 48.6
1 Diphtheria-Tetanus-Pertussis.
NOTE: The proportions ever infected or vaccinated are not mutually exclusive.
SOURCE: Center for Disease Control: United States Immunization Survey, 1976. DHEW Pub. No. (CDC) 78-8221. Public 
Health Service. Atlanta, Ga., Nov. 1977.
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210 T a b le  39 . C o n s u m p tio n  o f  se lected  fo o d  g ro u p s , ac co rd in g  to race, fre q u e n c y  o f in take , ty p e  o f fo o d , a n d  ag e : U n ite d  S ta tes , 1 9 7 1 -7 4
(Data are based on interviews of a sample of the civilian noninstitutionalized population)
Food group and age








































Whole milk Percent of persons
All ages 1-74 years________ 36.4 21 2 21 9 20 5 37 5 21 2 21 0 20 3 27.9 21 3 29.3 21 5
1-5 years _______ _____ . 74 4 1 1  6 7 8 63 75 3 1 1 .0 7 1 6  5 6 8 .0 152 11 9 4.9
6 - 1 1  years __ _ ___ 69 6 19 1 7 5 3 8 72 8 17 4 5 9 3.9 50 7 28 9 17 3 3.2
12-17 years . . .  . 56.5 20  1 15 7 7 7 59 8 18.0 14 3 8 .0 36.0 33.3 24.5 6  1
18—44 years ._ _. . . .  ________ 26.2 22 4 27 4 24 0 27 6 22 9 26 0 23 4 13.8 18.3 38.5 29.3
45-64 years _ ._ __ _________  .. 15 8 23 4 28 1 32 7 16 3 24.3 27 4 32.0 9 9 14.6 35.6 39 9
65-74 years _ _ ____ _____ 15 5 25 7 26.0 32 8 16.0 26 3 257 32.0 10 5 20 2 28.9 40.3
Meat and poultry
All ages 1-74 years_______ 32 5 51 7 15 2 06 31 8 52 5 15 1 0 6 38 4 44 7 16.3 0.5
1-5 years 31 5 53 9 14 2 0 3 30 4 55 4 13 9 0 3 38.3 45 7 15.9 0.2
6 - 1 1  years 32 1 56 8 10  8 04 30 4 58 2 11  0 0.4 41 7 48 3 98 03
12-1 7 years 36 5 48 6 14 4 0 5 35 5 49.6 14 5 0.5 43.2 42.2 14.0 07
18—44 years 37 9 49 1 12  6 0 5 37 0 49 9 12  6 0 5 44 7 42.4 12 4 0.5
45-64 years 26.0 53 7 19 7 0 7 26 1 54 2 19 1 0 7 24 7 48.8 25 8 0.7
65-74 years 18 1 53 6 26 8 1 5 18 3 54 6 25.6 1 5 16.6 43 0 39 3 1 1
Fish and shellfish
All ages 1-74 years _______ 0 1 0 9 54 2 44 8 0 1 0 9 53 5 45 5 0 1 0 9 59.4 39 6
1-5 years _ __ . _____ __ 0 1 0 7 51 7 47 5 0 1 0 7 50 2 49 0 0.0 1.0 60.0 39.0
6 - 1 1  years . .  _ ______________  - 0 1 0 7 56 1 43 0 0 2 0 6 54 8 44 4 0.0 1 .6 64.3 34 1
12-17 years . .. 0 0 0 9 49 9 49.2 0 0 0 8 49 2 49 9 0.0 1.1 544 44 5
18—44 years _ _ _. _ __ 0 0 1 0 54 6 44 3 0 0 1 1 54 2 44 7 0.1 0.5 58.3 41.0
45-64 years __ ___ ______________ 0 0 1 1 57 7 41 2 0 0 1 .1 57 2 41 6 0.0 1 .0 62.5 36.5
65-74 years - - 0 1 0 7 47 7 51 5 0 1 0 7 46.9 52.3 0 0 0 6 56.5 42.9
Eggs
All ages 1-74 years . .  ___ 0 3 15 4 6 6  6 17 6 0 3 14 6 67 3 17 8 0.5 22 0 61 5 16.0
1-5 years _ . . . 0.4 17 4 69.8 12.4 0.4 17.2 69.6 12 9 0.8 18.5 71.0 9.7
6 - 1 1  years 0 1 9 7 74 3 158 0 0 8 7 75 2 16.1 1 0 16 2 68.5 14.2
12-17 years . . . 0 3 8 7 65 3 25 7 0 3 7 7 65 5 26.5 0 4 14 9 63.7 2 1 .0
18-44 years 0 3 16.1 66.3 17.3 0.3 14.9 67.4 17.4 0.4 26.3 56.9 16.4
45-64 years . . . . 0 3 18 7 65 0 16.0 0 4 18.2 65 4 16 0 0.2 24 1 60 0 15.7
65-74 years _ ___ ___ 0.5 21 4 58 8 19.3 0.5 20  6 59 6 19.3 0 3 29.9 50.3 19.5
A ll fru its  an d  v e g e ta b le s
All ages 1-74 years________ 59.1 31.4 9.1 0.4
1-5 years ________________________ 64.6 27.1 7.8 0.5
6-11 years. —. --  - - -  ----------------- 63.6 29.5 6.8 0.2
12-17 years__________ - —  -- 58.0 30.8 10.8 0.4
18-44 years -------------  - —  - 54.0 35.8 9.9 0.4
45-64 years - —  - - - - 63.2 28.0 8.5 0.4
65-74 years __ --  - -  - 62.4 27.0 9.6 1.0
Cereals
All ages 1-74 years________ 0.8 15.9 44.8 38.5
1-5 years ___________ - 2.4 32.6 56.7 8.4
6-11 years __________ - - 1.9 28.8 60.9 8.4
12-17 years ___________ - . 1.4 16.0 51.8 30.9
18-44 years __________  - . 0.1 8.0 38.1 53.8
45-64 years _ _ - - . . 0.3 13.2 40.1 46.3
65-74 ye ars_____ - 0.7 25.4 41.3 32.6
Desserts
All ages 1-74 years 10.5 30.2 46.5 12.7
1-5 years - ___________ 19.3 40.0 36.9 3.8
6-11 years _ _______  _ 18.4 44.8 34.4 2.4
12-17 years . . . _____ 15.2 32.9 47.1 4.8
18-44 years . . . _____  . 7.6 24.9 52.9 14.6
45-64 years____ _____ 6.4 27.2 45.9 20.6
65-74 years _______  . 6.7 27.2 44.9 21.2
Salty snacks
All ages 1-74 vears 1.3 10.1 51.5 37.1
1-5 years____ ______  ___  . 2.2 12.6 65.3 19.9
6-11 years.. ______  ___ 2.3 19.6 66.0 12.0
12-17 years________  ___ 2.5 15.8 65.8 16.0
18-44 years________  . . 0.9 9.6 55.5 34.0
45-64 years_____ 0.2 4.1 32.3 63.4
65-74 years____ 0.5 2.5 21.4 75.6
NOTE: Data are based on findings over a 3-month period.
60.9 30.8 8 .0 0.4 45.4 35.9 17.9 0.7
66.7 25.9 6.9 0 .6 52.4 34.1 13.4 0.0
65.0 28.7 6.2 0 .2 55.4 34.2 10.4 0.0
59.5 30.6 9.5 0.4 48.7 31.8 18.9 0.6
55.5 35.5 8.7 0.3 40.7 38.8 19.7 0.9
65.3 27.1 7.2 0.4 41.0 36.4 2 1 .6 1 .1
64.5 26.2 8.5 0.9 40.3 35.5 2 1 .6 2 .6
0.7 16.2 44.6 38.5 1 .2 13.8 46.8 38.2
2.3 32.1 56.8 8.7 2.3 35.2 55.9 6 .6
2 .0 29.2 60.4 8.4 1.7 26.1 63.8 8.4
1 .1 16.6 50.7 31.6 3.2 1 2 .2 58.4 26.1
0.1 8 .2 38.3 53.3 0.1 6 .0 36.2 57.7
0.3 13.8 40.1 45.9 1 .0 7.3 40.9 50.7
0 .6 26.5 41.7 31.0 0.7 13.1 37.3 48.9
10 .8 30.4 46.3 12.5 8.9 28.8 48.1 14.1
2 0 .1 39.4 36.9 3.5 14.3 43.4 36.9 5.4
19.4 44.5 33.6 2 .6 13.1 46.6 39.2 1 .1
14.9 33.4 46.7 5.0 17.1 29.9 49.5 3.5
7.7 25.2 52.9 14.2 6 .6 2 2 .1 53.2 18.1
6.9 27.9 45.5 19.8 1 .0 2 0 .2 50.1 28.7
6.9 28.0 44.3 2 0 .8 4.6 19.1 51.1 25.2
1 .1 9.6 51.7 37.7 2.7 14.8 50.2 32.4
2 .2 10.7 64.9 2 2 .1 2 .0 24.0 67.3 6.7
1.9 18.6 6 6 .6 12.9 4.9 26.1 62.6 6.4
1.7 14.4 6 6 .1 17.8 7.5 24.0 63.4 5.2
0.9 9.6 56.0 33.6 1 .2 9.2 51.7 37.8
0.2 3.8 33.1 62.8 0.1 6 .6 23.6 69.6
0 .6 2 .6 21.9 74.9 0.6 1.3 16.0 82.1
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and Nutrition Examination Survey.
212 T a b le  40 . P erson s 1 2 -7 4  ye a rs  o f a g e  on a specia l d ie t, ac co rd in g  to  reaso n  fo r d ie tin g , kind of d ie t, sex, race, ag e , and fa m ily  in c o m e . U n ite d  S tates, 1 9 7 1 -7 5
(Data are based on interviews of a sample of the civilian noninstitutionalized population)

























Total12 _ . 10 .6 4.1 1 .6 1 .0 2.0 3.4 3.8 2.0 2.4 3.9 4.3
Sex
Male _ ____  __ _ _ 8.3 2.3 1 .2 0 9 2.0 2.7 3.2 1.4 1 .6 2.3 3.4
Female _______  . 12 .8 5.7 2 .0 1 0 1.9 4.0 4.3 2.5 3.1 5.3 5.0
Race
White 10.9 4.2 1 .6 1 .0 1 9 3.5 3.9 2.0 2 .6 4.0 4.5
Black ___  . 9.0 3.0 1.7 0.9 2.4 2.0 3.3 2.0 1 2 2.8 2.9
Age
12-17 years _____________ 3 0 1.7 0.3 0.1 _ 1 2 0.9 0.3 06 1.4 1 .2
18-24 years __________ . 6.3 3.8 0.2 0.4 0.1 2.2 1.7 0.4 1.0 3.4 2 .0
25-34 years ____ 8.0 4.8 0.4 0.8 0.3 2.1 2 .0 0.7 1.9 3.9 2 .6
35—44 years _ 1 1 .2 5.1 0.9 1.3 1.5 3 4 3 4 1.3 2 1 4 6 4^ 2
45-54 years . . .  1 12.5 4.6 1.7 1.7 2.8 3.9 4 9 2 .1 3.3 4 1 6 .1
55-64 years _____ 19.7 5.0 4.5 1 4 6.1 6.3 8.3 5.9 4.9 5.7 8 .1
65—74 years _____ 21.4 3.3 6.5 1.5 6.3 7 1 9 0 6  1 5.0 53 9.1
Family income
Less than $4,000 . 12.5 3.2 3.1 1.5 3.3 3.9 4.5 3 1 2 .6 3.6 5.3
$4,000—$6,999 _____  ____ 11.9 4.6 2 .0 0.9 2.8 3.4 3.6 3.2 2.4 4.4 3.8
$7,000-$9,999 ____  . . . 1 1 .0 4.2 1 .8 1 .0 2 1 3 3 3 9 2 1 7 4 4 6 4*3
$10,000-$14,999 ___  . 9.4 3.8 1 .2 1 .0 1 2 3 2 3 5 1 4 7 R ? 1 4*3
$15,000 or more . . 9.3 4.3 0 .8 0.5 1 .2 3.3 3.3 i . i 2.0 3.9 3.7
' Includes all other races not shown separately. 
2 Excludes unknown family income.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and Nutrition Examination Survey.
T a b le  4 1 . P erso n s  1 2 -7 4  y e a rs  o f  a g e  h a v in g  t r o u b le  c h e w in g  o r  b itin g  c e rta in  fo o d s , a c c o rd in g  to  ty p e  o f  fo o d , s e x , race ,
a g e , a n d  fa m ily  in c o m e : U n ite d  S ta te s , 1 9 7 1 -7 5
(Data are based on interviews of a sample of the civilian noninstitutionalized population)























Total1-2 ___ .  .  ____ 147,154 1 0 .2 11.4 7.5 14.6
Sex
Male __ _ _ _ _ _ _ _  __ 70,600 9.1 1 0 .2 6.7 13.1
Female _ _____ _ _ _ _ _ _ 76,554 1 1 .2 1 2 .6 8 .2 16.0
Race
W hite____ _ ___ 129,973 9.6 1 1 .1 6.9 14.2
Black _ _ _ _ _ _ _  __ _ 15,714 15.1 15.0 12.4 18.5
Age
12-17 years _ _______ _ ______ 23,545 2.4 3.1 1 .6 4.3
18-24 years ______ _ _______ 23,809 4.3 3.4 2.9 6.3
25-34 years__  _ __ 26,137 7.2 6.7 5.3 9.9
35-44 years ___  __ ___ _ 21,438 9.0 1 0 .2 6.9 13.4
45-54 years _ _ ____ 22,366 13.1 14.8 9.5 18.4
55-64 years _ _ ___ 17,867 19.4 23.0 14.4 27.8
65-74 years _ _  __ ___ 11,992 25.6 31.8 19.1 35.6
Family income
Less than S4.000 22,316 21.3 22.4 15.8 27.0
S4.000-S6.999 20,867 14.0 15.5 1 1 . 6 19.8
S7.000-S9.999 34,695 9.7 1 1 . 1 7.3 14.5
S10.000-S14.999 35,869 6.9 7.5 4.3 1 0 .1
S15.000 or more 33,407 5.3 6.3 3.7 8.7
1 Includes all other races not shown separately.
2 Excludes unknown family income.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and 
Nutrition Examination Survey.
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T a b le  4 2 . P erso n s  17 y e a rs  o f a g e  a n d  o v e r  w h o  assess ed  th e m s e lv e s  as o v e rw e ig h t, a c c o rd in g  to  sex , race , a g e , an d  fa m ily
in c o m e : U n ite d  S ta tes , 19 74
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)








All ages 17 years and over1 2 ______ 30.5 31.9 19.6 48 9 49.6 44.2
Less than $5,000 _____ ________________  . 20.4 22 3 12.5 44.1 45.1 40.7
$5,000-$9,999 ___________________________ 27.3 28.6 19.7 50.1 50.9 46.3
$10,000-$14,999________ ______________ 32.2 33.4 22.3 51.6 52.2 46.2
$15,000 or more ____ _ __________ 37.3 37.7 32.2 51.2 51.4 49.6
17-44 years2 28.1 29.4 18.6 48.4 49.1 45.0
Less than $5,000 _ ______ 17.6 18.4 14.2 46.4 47.0 45.3
$5,000-$9,999 ___________________________ 25.4 26.7 18.8 49.1 50.5 42.5
$10,000-$14,999 _________________________ 30.1 31.4 19.5 50.8 51.3 46.2
$15,000 or more 32.9 33.4 28.7 48.4 48.6 49.9
45-64 years2 __  --  — 37.9 39.6 22.7 56.1 56.7 52.0
Less than $5,000 ___  ______ 25.6 31.4 *8.5 51.0 51.5 48.8
$5,000-$9,999 ___________________________ 34.7 36.7 23.7 57.7 57.7 59.9
$10,000-$14,999 _________________________ 37.2 38.3 27.5 56.7 57.7 48.6
$15,000 or more ___  _______  - 45.3 45.4 40.8 60.0 60.3 49.8
65 years and over2 ___  _______ 23.8 24.5 17.1 36.9 38.1 23.7
Less than $5,000 _________ . 2 0 .8 2 1 .8 *14.0 37.0 39.6 17.4
$5,000-$9,999 ___________________________ 23.3 24.0 *14.0 39.0 39.0 *39.0
$10,000-$14,999 ______ 29.3 29.2 *49.4 37.9 38.3 *23.8
$15,000 or more ______  ____ 32.2 32.1 *29.5 33.1 33.0 *32.9
1 Includes all other races not shown separately.
2 Includes unknown family income.
SOURCE: Division of Heath Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey.
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T a b le  4 3 . O b e s ity  a m o n g  p e rs o n s  2 0 - 7 4  y e a rs  o f  a g e , a c c o rd in g  to  s e x , ra c e , a g e , a n d  p o v e r ty  le v e l:  U n ite d  S ta te s , 1 9 7 1 -7 4
(D a ta  a re  b a s e d  o n  p h y s ic a l e x a m in a t io n s  o f  a s a m p le  o f  th e  c iv ilia n  n o n in s titu tio n a liz e d  p o p u la t io n )








All ages 20-74 years ____ _ __ 13.0 13.3 11.6 22.7 21.8 31.2
Below poverty level.  __ _____ ____ 8.0 8.2 7.6 26.5 23.1 33.3
Above poverty level _ _ _______ _ _ ____ _ 13.8 13.9 13.4 22.6 22.1 30.0
20-44 years _ _ ______ ___________ 14.2 14.2 13.3 19.7 18.4 25.6
Below poverty level _ ___ _ ____ _____ 9.7 9.4 11.1 22.8 20.6 27.6
Above poverty level _ .  _ _______ __ . . .  . 14.7 14.9 14.6 18.8 18.3 24 0
45-64 years ___  ___ _ _____ . . . 12.1 12.2 10.2 29.0 27.6 43.0
Below poverty level 4.8 5.3 3.7 35.1 26.4 49.4
Above poverty level _ _ __ _ .  ______ 13.2 13.2 12.4 29.2 28.5 40.0
65-74 years __ ____ _ ____ . . . 11.0 11.5 5.8 20.5 19.8 27.7
Below poverty level . .  . . .  ._ . 9.1 10.3 4.6 24.7 25.2 23.2
Above poverty level ____  _____ _ 10.8 11.1 7.0 20.1 19.2 36.3
1 Includes all other races not shown separately.
NOTE: Obesity measure is based on triceps skinfold measurements and is defined as falling above the sex-specific 85th 
percentile measurements for persons 20-29 years of age.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and 
Nutrition Examination Suvey. •
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216 T a b le  4 4 . S p o rts  p a rtic ip a tio n  s ta tu s  o f  p e rs o n s  2 0  y e a rs  o f  age a n d  o v er, ac co rd in g  to  se lec ted  ch arac te ris tic s : U n ite d  S ta tes , 1975































Total Percent of persons Color and age Percent of persons
All persons 20
years and over3 135,655 41.6 1 1 .2 6.7 White 20 years
and over 120,141 43.2 11.7 7.0
Age
20-44 years 61,990 60.3 17.4 10 .0
45-64 years _ 38,696 32.2 7 7 5.3
20—44 years 71,084 58.1 16.5 9.5 65 years and over 19,455 10.7 1 .6 0.7
45-64 years 43,145 30.3 7.3 4.9
65 years and over 21,426 9.9 1 5 0.7 All other 20 years
and over 15,515 29.2 7.1 4.0
Sex and age
Male 20 years 20—44 years 9,094 42.7 10.3 6.2
and over 63,665 47 4 14 4 10 .2 45-64 years 4,450 14.0 3.6 * 1 .1
1,971 *1.7 _
20-44 years 34,268 62 4 20 7 14.2
45-64 years 20,567 35.7 8 8 7.3 Self-perceived physical
65 years and over 8,830 16.6 2.7 *1.3 activeness
Female 20 years Less active 21,952 32.5 5.1 2.4
and over 71,990 36.5 8.4 3.5 As active as others of
same age 61,946 45.3 11.3 5.6
3fi R1 fi R4  n 1 ? R 5 1 More active 36,666 54.8 17.8 12 .6
45-64 years 22,579 25.4 5.9 2.8
65 years and over 12,595 5.2 * 0.6 * 0.2
Family income
Less than $5,000 21,180 23.1 4.7 2.8
$5,000-$9,999 29,271 34.8 8.3 4.7
$10,000-$14,999 29,538 47.7 13 7 7.6
$15,000 or more 44,358 55.0 16.1 10 .2
1 Includes unknown sports status.
2 Population estimate based on July through December 1975.
3 Includes unknown family income and unknown self-perception of physical activeness.
NOTE. Base of percentage is the population. For example, 41.6 percent of all persons 20 years of age and over participated in one or more sports.
. P P ^ £ E^ N,ati 0nal ,?.fn,ter t ° r. Statlstlcf- E^®rci.ae and participation in sports among persons 20 years of age and over, United States, 1975, by J. W.
Choi. Advance Data from Vital and Health Statistics, No. 19. DHEW Pub. No. (PHS)78—1250. Public Health Service, Hyattsville, Md., Dec. 14, 1977.
Table 45. Self-assessed exercise and activity status of persons 12-74 years of age, according to sex, race, age, and family
income: United States, 1971-75
(Data are based on interviews of a sample of the civilian noninstitutionalized population)























Total'-2 ___  . 147,154 10 0 .0 56.9 37.0 6 .1
Sex
Male __ _ 70,600 10 0 .0 63.6 31.1 5.3
Female 76,554 10 0 .0 50.9 42.3 6.8
Race
White 129,973 10 0 .0 56.7 37.4 5.9
Black 15,714 10 0 .0 58.8 33.1 8 .1
Age
12-17 years __ ____ 23,545 10 0 .0 78.8 19.7 1.5
18—24 years _ _ 23,809 10 0 .0 57.9 37.9 4.2
25—34 years _ _ __ _ 26,137 10 0 .0 59.3 35.6 5.1
35-44 years ___  . 21,438 10 0 .0 54.1 39.0 6.9
45-54 years . 22,366 10 0 .0 51.1 40.8 8 .1
55-64 years 17,867 10 0 .0 50.4 41.2 8.4
65-74 years 11,992 10 0 .0 33.8 53.7 12.5
Family income
Less than $4,000 ___ 22,316 10 0 .0 49.0 39.6 11.4
$4,000-$6,999 ______ 20,867 10 0 .0 55.5 37.3 7.2
$7,000-59.999 34,695 10 0 .0 58.8 36.3 4.9
$10,000-$14,999 ___ 35,869 10 0 .0 59.5 36.2 4.3
$15,000 or more 33,407 10 0 .0 59.0 36.0 5.0
1 Includes all other races not shown separately.
2 Excludes unknown family income.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and 
Nutrition Examination Survey.
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Table 46. Drug, alcohol, and cigarette use by high school seniors during 30-day period prior to interview, according to
substance and frequency of use: United States, 1975-77
(Data are based on questionnaires administered in a sample of high schools)
Substance and frequency of use
Class of-
Substance and frequency of use
Class of—
1975 1976 1977 1975 1976 1977




None 72.9 67.8 64.6 None _____  _ _____ _ _ 91.5 92.3 91.2
1 - 2  times 7.7 8 3 9.6 1 - 2  times _ __ ________ 4.1 3.9 4.3
3-5 times 4.8 5.4 5.8 3-5 times ___  _ _______ 1.7 1 .6 1.9
6-19 times 8 .6 10.4 10.9 6  or more times _ __ _____ 2.7 2.1 2 .6
20  or more times _ _ _ _ __ 6 .0 8 .2 9.1
Daily _ _ ____ _ . _________________ 6 .0 8 .2 9.1 Sedatives1
None __Alcohol 94.6 95.5 94.9
1 - 2  times 2 .6 2.3 2.4
None _ _ ____ 31.8 31.7 28.8 3-5 times 1.4 1 .2 1.5
1 - 2  times ________ _ 2 2 .1 2 2 .0 2 2 .2 6 or more times 1.4 1.0 1.2
3-5  times _ _ _ _ _ 17.5 18.4 18.3
6-19 times _ _____________ _ 22.9 2 2 .2 24.6 Tranquilizers1
2 0  or more times 5.7 5.6 6 .1
Daily ______ _ 5.7 5.6 6.1 None _________ 95.9 96.0 95.4
Cigarettes 1 - 2  times __ 2.4 2.5 2.53-5 times ______ _ 0.9 0.8 1.0
6 or more times 0.8 0.8 1.0
None _________ _ _ __ _______ 63.3 61.2 61.6
Less than 1 per day ___ _ 9.8 10 .0 9.6 Other substances
1-5 per day _ _ _ _ _ _ ________ 9.0 9.5 9.4





8 .1 Inhalants __ 0.9 1.3About 1 pack per d a y ______________
_







28.8 Cocaine _ _____ _ _ 1.9 2 .0 2.9Heroin _________________ _ 0.4 0.2 0.3
Other opiates' _ _ _ _| 2 .1 2.0 2.8
' Includes drug use which was not ordered by a physician.
SOURCE: Johnston, L.D., Bachman, J.G., and O'Mally, P.M.: Drug Use Among American High School Students, 1975­
1977. The Monitoring the Future Project, Institute for Social Research, University of Michigan. Research Grant No. 3R01 DA 
01411-0181. National Institute on Drug Abuse. Rockville, Md., 1977.
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T a b le  4 7 . C ig a re tte  s m o k in g  s ta tu s  o f pe rs o n s  2 0  ye a rs  o f  ag e  a n d  o v e r, a c c o rd in g  to  race an d  sex: U n ite d  S ta tes , se le c te d  ye a rs  1 9 6 5 -7 6
(D a ta  b a s e d  on  h o u s e h o ld  in te rv ie w s  o f  a s a m p le  o f  th e  c iv ilia n  n o n in s titu tio n a lize d  p o p u la tio n )
Race, sex, and year
Cigarette smoking status













White male Number of persons in thousands White female Number of persons in thousanc s
1965 ______________ 47,990 12,947 10,273 24,685 1965 53,539 30,599 4,534 18,228
1970 ______________ 51,317 14,157 14,635 22,310 1970 . . . 58,289 32,257 7,291 18,495
1974 ______________ 55,475 13,967 15,348 21,428 1974 ______________ 62,145 33,018 8,258 19,213
1976 _____ 57,477 14,596 15,207 20,841 1976 64,140 33,068 8,816 19,528
Black male Black female
1965 ______________ 4,680 1,262 567 2,842 1965 ______________ 5,681 3,370 337 1,944
1970 . _____ 5,188 1,548 818 2,778 1970 6,454 3,800 489 2,118
1974 . . . . . 5,871 1,519 827 2,899 1974 7,432 3,957 570 2,635
1976 ______________ 6,233 1,601 1 ,0 2 1 2,677 1976 ______________ 7,798 4,036 726 2,570
1 Includes unknown smoking status.
2 A current smoker is a person who has smoked at least 100 cigarettes and who now smokes cigarettes on a regular basis. 
SOURCE- Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
220 T a b le  4 8 . C ig a re tte  s m o k in g  status o f  pe rs o n s  2 0  y e a rs  o f  ag e  a n d  o v er, a c c o rd in g  to  sex, race , and  ag e : U n ite d  S ta te s , 1 9 6 5  an d  1976
(D a ta  a re  b a sed  o n  h o u s e h o ld  in te rv ie w s  o f a s a m p le  o f  th e  c iv ilia n  n o n in s titu tio n a lize d  p o p u la tio n )
Sex, race, and age














All ages 20 years and over 10 0 .0 27.1 20 5 52.4 10 0 .0 29.2 28.9 41 9
20-24 years 10 0  0 31 8 9 0 59.2 10 0 .0 41.9 1 2 .2 45.9
25-34 years _ _ 10 0  0 24.6 14.7 60.7 10 0.0 33.1 18.3 48.5
35-44 years 10 0  0 2 1  2 2 0 .6 58.2 10 0.0 25.1 27.3 47.6
45-64 years 10 0  0 24.0 24.1 51.9 10 0.0 2 1 .6 37.1 41.3
65 years and over _ _ _ _ _ _ 10 0  0 43 4 28.1 28 5 10 0.0 32.7 44.4 23.0
White
All ages 20 years and over _ _ 10 0 .0 27.0 21 4 51 5 10 0 .0 28.8 30.0 41.2
20-24 years 10 0 .0 32.2 9.6 58.1 10 0 .0 41.5 13.3 45.3
25-34 years 10 0 .0 24.4 15.5 60.1 10 0.0 33.4 18.9 47.7
35-44 years 10 0 .0 2 1 .2 21.5 57.3 10 0.0 24.4 28.9 46.8
45-64 years _ _ 10 0 .0 23 6 25.1 51 3 10 0.0 21.3 38.1 40.6
65 years and over 10 0  0 43 6 28.7 27.7 10 0.0 31.6 45.6 2 2.8
Black
All ages 20 years and over 10 0  0 27.0 1 2 .1 60 8 10 0 .0 30.2 193 50.5
20-24 years 10 0 .0 28.8 3.8 67.4 10 0 .0 43.1 4.1 52.8
25-34 years 10 0 .0 24.9 6.7 68.4 10 0 .0 28.9 1 1 .8 59.4
35-44 years 10 0 .0 20 4 12.3 67.3 10 0 .0 27.3 13.8 58.8
45-64 years 10 0.0 26.7 15 3 57.9 10 0 .0 21.7 28.6 49.7
65 years and over 10 0 .0 42.1 21.5 36.4 10 0 .0 40.5 33.0 26.4
FEMALE
Total3
All ages 20 years and over _ _ 10 0 .0 57.7 8 .2 34.1 10 0 .0 54.3 13.8 32.0
20-24 years _ _ _ _ _ _ _  _ _ _ . . . 10 0 .0 50.8 7.3 41.9 10 0 .0 55.4 10.4 34.2
25-34 years___  _ _ _ _ _ _  _ .  . 10 0 .0 46.5 9.9 43.7 10 0 .0 49.6 12.9 37.5
35-44 years _ _ __ ___ _ __ _ _ _ 10 0 .0 46.7 9.6 43.7 10 0 .0 46.0 15.8 38.2
45-64 years _ ___ ______ _ __ 10 0 .0 59.4 8 .6 32.0 10 0 .0 49.3 15.9 34.8
65 years and over ______ _ _ _ _______ 10 0 .0 85.9 4.5 9.6 10 0 .0 75.5 11.7 12 .8
White
All ages 20 years and over __ _ __ 10 0 .0 57.3 8.5 34.2 10 0 .0 53.8 14.4 31.8
20-24 years __ _ _ ___________ __. 10 0 .0 50.1 8 .0 41.9 10 0 .0 54.2 11.4 34.4
25-34 years ___ _______  ________  _ 10 0 .0 46.3 10.3 43.4 10 0 .0 49.2 13.7 37.1
35-44 years ___ ____________ _ 10 0 .0 46.2 9.9 43.9 10 0 .0 44.9 17.0 38.1
45-64 years _ __ ___  _ ______________ 10 0 .0 58.5 8 .8 32.7 10 0 .0 49.0 16.4 34.7
65 years and over __ _ ___  _ __ 10 0 .0 85.8 4.5 9.8 10 0 .0 75.4 11.5 13.2
Black
All ages 20 years and over _. 10 0 .0 59.6 6 .0 34.4 10 0 .0 55.0 9.9 35.1
20-24 years___  _ ___  _ ____  _ . 10 0 .0 53.3 2.5 44.2 10 0 .0 60.1 5.0 34.9
25-34 years __ __ _ ________  _ 10 0 .0 45.5 6.7 47.8 10 0 .0 48.6 8.9 42.5
35-44 years _ ____________ _ 10 0 .0 50.1 7.0 42.8 10 0 .0 49.1 9.6 41.3
45-64 years __ _ _ ___ ___ __ ______ 10 0 .0 67.6 6 .6 25.7 10 0 .0 50.0 11.9 38.1
65 years and over ___ __ _ ___ _ ___ 10 0 .0 88.4 4.5 7.1 10 0 .0 77.4 13.3 9.2
1 Excludes unknown smoking status.
2 A current smoker is a person who has smoked at least 100 cigarettes and who now smokes cigarettes on a regular basis.
3 Includes all other races not shown separately.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
222 T a b le  4 9 . C ig a re tte s  s m o k e d  p e r d a y  by p e rs o n s  2 0  y e ars  o f  ag e  an d  o v e r, a c c o rd in g  to  a m o u n t s m o k e d , s e x , race, and  ag e: U n ite d  S tates, 19 6 5  an d  1976
(D a ta  a re  b a sed  o n  h o u s e h o ld  in te rv ie w s  o f a s a m p le  o f  th e  c iv ilian  n o n m s titu tio n a liz e d  p o p u la tio n )
Sex, race, and age
Cigarettes smoked per day, 1965
Total1 Less than 15 15-24 25-44
45 or 
more
Cigarettes smoked per day, 1976





All ages 20 years
Percent of persons2
and over 52.4 14.4 23.5 11.4 1.5 41.9 10.0 18.6 11.2 1.7
20-24 years 59.2 19.9 28.3 8.1 0.7 45.9 14.3 22.7 7.9 *0.5
25-34 years _ 60 7 15.3 29.7 12.9 1.6 48.5 12.2 21.9 12.2 1.5
35-44 years 58.2 13.4 25.4 15.7 2.1 47.6 9.2 19.4 15.8 2.6
45-64 years 51.9 13.4 22 7 12.3 1 7 41.3 7.6 18.1 13.0 2.4
65 years and over 28.5 12.9 10 7 3.4 *0.4 23 0 8.9 9.7 3.6 *0.6
White
All ages 20 years
and over _ 51.5 13.0 23.5 12.2 1.6 41 2 8.7 18.3 11.9 1.9
20-24 years . 58.1 18.1 28.5 8.7 0.8 45.3 12.3 23.6 8.3 *0.5
25-34 years - ____ 60.1 13.5 30.2 13.8 1 7 47.7 104 21.9 13.1 1.7
35-44 years____________ 57.3 12.0 25.1 16.7 2.3 46.8 7.9 18.7 16.7 2.9
45-64 years____________ 51.3 12.2 22.6 13.1 1.8 40.6 6.5 17.5 13.8 2.5
65 years and over _______ 27.7 11.9 10.8 3.6 *0.4 22.8 8.5 9.5 3.9 *0.7
Black
All ages 20 years
and over . 60.8 27.5 24.3 4.7 *0.6 50.5 21.6 22 1 5.4 *0.3
20-24 years 67.4 32.9 26.1 *3.3 *_ 52.8 30.1 18.1 *4.7 *_
25-34 years . 68.4 30.7 26.8 5.4 *1.3 59.4 25.9 24.5 5.5 *0.4
35-44 years __________ 67.3 26.9 28.8 6.8 *0.8 58.8 22.4 26.1 9.7 *_
45-64 years____ ______ 57.9 25.5 23.7 4.7 *0.4 49.7 17.6 24.8 5.8 *0.7
65 years and over _ . 36.4 22.4 11.0 *1.1 *_ 26.4 14.0 12.4 *_ *_
F E M A L E
T o ta l2
A ll a g e s  2 0  y e a rs  
a n d  o v e r  ______ 34.1 14.7 14.2 4 .5 0.3 3 2 .0 11 .5 13.8 5.8 0 .4
2 0 -2 4  ye a rs  ___________  . 4 1 .9 19 .8 17.2 3.7 *0 .2 34 .2 14.5 14.3 4 .4 *0 .5
2 5 -3 4  y e a r s ____  _ __ 4 3 .7 17 .9 18 .6 6.3 0 .4 3 7 .5 12 .6 16 .6 7 .0 0 .6
3 5 - 4 4  y e a rs  -  _ . . . 43 .7 16 .9 18 .9 6 .9 0 .5 3 8 .2 12.7 16.7 7.7 *0 .5
4 5 - 6 4  y e ars  _ ____ 3 2 .0 14 .0 13.2 4 .0 0.3 3 4 .8 11 .8 15.2 6 .9 0 .5
6 5  y e ars  an d  o v e r . . .  _ _ 9 .6 5 .9 2.9 0.6 * 0 .0 12 .8 6 .2 4 .9 1.4 * 0 .0
W h ite
A ll ag es  2 0  ye ars
an d  o v e r  _ 34 .2 13.8 14.8 4 .8 0.3 3 1 .8 10 .4 14.2 6.3 0 .5
2 0 -2 4  y e a rs  _ __________ 4 1 .9 18.6 18.2 4 .0 *0 .2 3 4 .4 13.3 15.0 5.0 *0 .5
2 5 -3 4  ye a rs  _ .  _______ 4 3 .4 16 .3 19 .5 6.7 0.4 37.1 11.2 17.1 7.6 0.7
3 5 -4 4  y e ars  . . .  __________ 4 3 .9 15 .7 19.7 7 .4 0 .6 38.1 11.1 17 .0 8 .8 *0 .6
4 5 -6 4  y e a r s ___________  _ 32 .7 13 .6 13 .9 4 .3 0.3 34 .7 10 .9 15.4 7.3 0 .6
6 5  ye a rs  a n d  o v e r ________ 9.8 5.9 3.0 0.6 *0 .0 13.2 5 .9 5.4 1.6 *0 .1
Black
A ll ag es  2 0  ye a rs
an d  o v e r .  _ - 34 .4 22 .8 8.9 1.9 *0 .1 35.1 2 0 .8 11.7 2.1
2 0 -2 4  y e ars  ____ __ 4 4 .2 3 1 .2 9.4 *1 .4 * 0 .6 3 4 .9 2 2 .9 10 .9 *1 .1 *_
2 5 -3 4  y e a rs  __ __________ 4 7 .8 3 0 .8 11.7 4 .0 *0 .1 4 2 .5 24.1 13 .8 *3 .2 *_
3 5 -4 4  y e a rs  . 4 2 .8 26 .8 12.8 *2 .5 *0 .1 4 1 .3 2 4 .6 15 .6 0 .6
*_
4 5 - 6 4  y e a rs  __ ___ 25 .7 17 .6 6.8 *0 .9 *_ 38.1 20 .3 14 .0 3 .9 *_
6 5  y e ars  a n d  o v e r  ________ 7.1 5.8 1.2 #_ 9.2 9.2 *_ *_ *_
' In c lu d es  u n k n o w n  n u m b e r  o f  c ig a re tte s  s m o k e d .
2 E xc lu des  p o p u la tio n  w ith  u n k n o w n  s m o k in g  status fro m  base  o f  p e rc e n ta g e . 
:l In c lu d es  all o th e r  races n o t s h o w n  s e p a ra te ly .
N O T E : A  c u rre n t s m o k e r  is a p e rs o n  w h o  has sm o k e d  at least 10 0  c ig a re tte s  a n d  w h o  n o w  sm o k es  c ig are ttes  o n  a re g u la r  basis. 
S O U R C E : D iv is io n  o f  H e a lth  In te rv ie w  S tatis tics , N a tio n a l C e n te r fo r  H e a lth  S ta tis tic s : D a ta  fro m  th e  H e a lth  In te rv ie w  S u rv e y .
NO
K>oo
T a b le  50. P ers o n s  1 2 -7 4  y e a rs  o f  a g e  w h o  h a d  a t le a s t 1 d r in k  o f  a lc o h o l d u rin g  th e  y e a r  p rio r to  in te rv ie w , a c c o rd in g  to
fre q u e n c y  o f  d r in k in g , sex, race, a g e , a n d  fa m ily  in c o m e : U n ite d  S ta tes , 1 9 7 1 -7 5
(D a ta  a re  b ased  o n  h o u s e h o ld  in te rv ie w s  o f  a s a m p le  o f  th e  c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n )
S ex , race, ag e , and  
fa m ily  in c o m e
P o p u la tio n  
1 2 -7 4  ye ars  
in
th o u s a n d s
F re q u e n c y  o f  d rin k in g
P erso n s  w h o  
h ad  a t least 
1 d rin k
E very  d a y Ju s t a b o u t  
e v e ry  d a y
A b o u t 2 o r  3 
t im e s  p e r  
w e e k
A b o u t 1 to  4  
t im e s  p e r  
m o n th
Less th a n  
o n ce  p e r  
m o n th
Percent o f  persons drinking
T o ta l12 _ 1 4 7 ,1 5 4 7 2 .0 7 .5 3 .8 11 .6 25 .3 2 3 .8
S ex
M a le  ___________ 7 0 ,6 0 0 7 7 .6 11 .5 5.7 15 .5 26 .8 18.1
F e m a le  ____ 7 6 ,5 5 4 6 6 .9 3 .9 2 0 7 .9 2 4 .0 29 .0
Race
W h ite  _ 12 9 ,97 3 7 3 .0 8.1 3 9 11 5 d 2 4  1
Black 15 ,714 63  6 3 .2 2 9 12 .2 23 .8 21 5
A g e
1 2 -1 7  y e a r s ________ 2 3 ,5 4 5 3 8 .9 0.1 0.2 1.2 8 .7 2 8 .6
1 8 -2 4  y e a r s ______ 2 3 ,8 0 9 8 4 .9 2 .8 3 0 12 .8 4 0 .2 26 .2
2 5 - 3 4  ye ars  ___ _ 2 6 ,1 3 7 85 .8 7.3 4 .7 15.8 3 5 .9 22 .2
3 5 - 4 4  y e a rs  _ _ . . . 2 1 ,4 3 8 81 .2 11 .6 5.4 14.8 2 9 .5 19 .9
4 5 - 5 4  y e a rs  ____ 2 2 ,3 6 6 78 .4 11 .5 6 .2 15.7 2 2 .5 2 2 .6
5 5 -6 4  y e a rs  _ . . . 17 ,867 70.1 12.5 4 .0 10 .4 18 .9 2 4 .4
6 5 -7 4  y e a rs  _____ 11 ,992 56 .2 9 .6 2 .5 8 .5 13 .9 2 1 .8
F a m ily  in c o m e
Less th a n  $ 4 ,0 0 0 2 2 ,3 1 6 61 6 4.1 2.2 9.8 21 .9 2 3 .5
$ 4 ,0 0 0 -$ 6 ,9 9 9  . . 2 0 ,8 6 7 64 .8 6.3 2.1 9.0 24 .2 23 .2
$ 7 ,0 0 0 -$ 9 ,9 9 9  _____ 3 4 ,6 9 5 7 2 .0 6.6 3 .6 10 .6 25 .6 25 .7
$ 1 0 ,0 0 0 -$ 1 4 ,9 9 9  ____ 3 5 ,8 6 9 7 5 .6 8 .0 3 .9 12 .5 26 .2 2 5 .0
$ 1 5 ,0 0 0  o r m o re 3 3 ,4 0 7 79 .7 10 .3 5 9 14 .4 27 .0 22.1
1 In c lu d e s  all o th e r  races  no t s h o w n  s e p a ra te ly .
2 E xc lu d e s  u n k n o w n  fa m ily  in c o m e .
N O T E : N u m b e rs  a n d  p e rc e n ts  m a y  n o t add  to  to ta ls  b e cau se  o f ro u n d in g .
S O U R C E : D iv is io n  o f H ea lth  E x a m in a tio n  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D ata  fro m  th e  H e a lth  and  
N u tr it io n  E x a m in a tio n  S u rv e y .
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T a b le  51 . P ers o n s  2 0  y e a rs  o f  a g e  a n d  o v e r  u s in g  s le e p in g  a id s , a s p ir in s , c o ffe e , o r  c ig a re tte s , a c c o rd in g  to  fre q u e n c y  o f  use,
se x , an d  a g e : U n ite d  S ta te s , 19 76
(D a ta  a re  b a s e d  o n  h o u s e h o ld  in te rv ie w s  o f a s a m p le  o f  th e  c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n )
S e x  a n d  a g e
P o p u la t io n
in
th o u s a n d s
S u b s ta n c e
S le e p in g  
aids,"  
o n c e  a 
w e e k  o r  
m o re
A s p irin s , 
o n c e  a 
w e e k  o r  
m o re
C o ffe e ,
5  o r  m o re  
cu p s  p e r  
d a y
C ig a re tte s
C u rre n t
s m o k e rs 2
15  o r  m o re  
p e r  d a y
B oth s e xes P ercen t o f  p e rs o n s  w ith  k n o w n  use
A ll a g e s  2 0  y e a rs  an d  o v e r  .  _ 1 3 7 ,4 7 8 5 .7 2 3 .0 17 .9 3 6 .4 25.1
2 0 - 2 4  y e a rs  _ .  . . 1 8 ,662 1 .6 13 .7 6 .6 3 9 .6 2 4 .6
2 5 -3 4  y e a r s __________  . .  . .  . .  .  . .  . 3 1 ,1 3 7 2.1 19 .5 16 .5 4 2 .6 2 9 .4
3 5 -4 4  y e a rs  _ _ ___ _________  _____ . 22 ,6 3 1 4 .4 2 3 .6 2 7 .5 4 2 .4 3 0 .7
4 5 - 5 4  y e a r s _____  _ . 2 3 ,4 0 2 7 .4 2 4 .5 2 7 .0 4 0 .7 3 0 .5
5 5 -6 4  y e a rs  _ .  . 1 9 ,8 4 9 8 .6 2 6 .7 18 .6 3 4 .5 24.1
6 5 -7 4  y e a r s ___________  . 13 ,831 10 .2 29.1 • 11 .6 2 1 .2 12 .2
7 5  y e a rs  an d  o v e r 7 ,9 6 7 12 .4 3 1 .3 5 .4 9 .5 4 .7
M a le
A ll a g e s  2 0  y e a rs  a n d  o v e r  __ _ ___ 6 4 ,5 5 6 4 .2 18.1 2 0 .3 4 1 .9 3 1 .4
2 0 - 2 4  y e a rs  _____  ______________ .  . 8 ,9 9 7 1.5 1 0 .0 7 .6 ' 4 5 .9 3 1 .0
2 5 - 3 4  y e a r s _________  . 1 5 ,0 9 7 1.5 14 .3 18 .3 4 8 .5 3 5 .6
3 5 - 4 4  y e a r s ____________  _ . 1 0 ,8 6 9 2 .9 17 .9 2 8 .9 4 7 .6 3 7 .9
4 5 - 5 4  y e a rs  __ _ _ _ _ - 1 1 ,2 7 3 4 .6 19 .3 3 0 .7 4 4 .0 3 5 .9
5 5 - 6 4  y e a rs  _ _____  ______ __ _ 9 ,3 5 9 7 .0 2 2 .6 '21 .9 38 .1 3 0 .4
6 5 -7 4  y e a r s _______  _ _________ .  . 5 ,9 9 8 7 .8 2 6 .3 14 .7 2 7 .4 17 .3
7 5  y e a rs  an d  o v e r  _ _ _ _____ 2 ,9 6 4 11 .0 2 5 .0 6 .9 14 .0 7 .0  ,
F e m a le
A ll a g e s  2 0  y e a rs  a n d  o v e r  __ __ 7 2 ,9 2 2 7 .0 2 6 .9 15 .9 3 2 .0 2 0 .0
2 0 - 2 4  y e a rs  _ _____________________________ 9 ,6 6 6 1.7 1 6 .8 5 .9 3 4 .2 19 .2
2 5 - 3 4  y e a r s _______________________  ___________ 1 6 ,0 4 0 2 .7 2 3 .8 15 .0 3 7 .5 2 4 .2
3 5 - 4 4  y e a r s ______________________________________ 1 1 ,7 6 2 5 .6 28.1 26 .3 3 8 .2 2 4 .9
4 5 - 5 4  y e a rs  _ _____ ___  ___________________ 1 2 ,1 2 9 9 .8 2 8 .9 2 3 .8 3 7 .8 2 5 .9
5 5 - 6 4  y e a r s _____________________  _ 1 0 ,4 9 0 10 .0 . 30 .1 15 .8 3 1 .4 18 .8
6 5 -7 4  y e a rs  _______  _ __ _ 7 ,8 3 3 1 2 .0 3 1 .2 9 .3 1 6 .6 8 .4
7 5  y e a rs  a n d  o v e r  _ _ _ ___ 5 ,0 0 3 13 .2 3 4 .9 4 .5 6 .8 3 .3
' In c lu d in g  a n y  m e d ic in e s  fo r  in s o m n ia .
2 A  c u rre n t s m o k e r  is a p e rs o n  w h o  h a s  s m o k e d  a t le a s t 10 0  c ig a re tte s  a n d  w h o  n o w  s m o k e s  c ig a re tte s  on  a re g u la r
basis.
S O U R C E : D iv is io n  o f H e a lth  In te rv ie w  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  fro m  th e  H e a lth  In te rv ie w  
S u rv e y .
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226 T a b le  52. P o p u la tio n  s e rv e d  w ith  f lu o r id a te d  w a te r , ac co rd in g  to  ty p e  o f  flu o r id a tio n , g e o g ra p h ic  d iv is io n , a n d  S ta te : U n ite d  S tates, 19 67  an d  19 75
(D a ta  are  b a sed  on  re p o rtin g  by  S ta te  h e a lth  o ffic ia ls)
G e o g ra p h ic  d iv is io n  a n d  S ta te
1967 19 75
P o p u la tio n
in
th o u s a n d s
T y p e  o f  flu o r id a tio n
P o p u la tio n
in
th o u s a n d s
T y p e  o f  f lu o rid a tio n
T o ta l A d ju s te d
w a te r
N atu ra l
w a te r T o ta l
A d ju s te d
w a te r
N a tu ra l
w a te r
P ercen t s e rv e d  w ith  f lu o r id a te d  w a te r P ercen t se rv e d  w ith  flu or id ated  w a te r
U n ite d  S tates 19 7 ,3 7 4 4 1 .5 36 .4 5.1 2 1 3 ,0 3 2 4 9 .4 4 4 .4 5.0
N e w  E ng land 11 ,562 2 7 .0 26 .9 0.1 12 ,187 4 1 .4 41 .3 0.1
M a in e 1,004 21 .0 21 .0 0.1 1,058 3 9 .9 3 9 .9
N e w  H a m p s h ire  _ 697 7 .5 6.8 0.6 81 2 13.1 11.3 1.8
V e rm o n t ___ 42 3 13 .6 13.6 _ 4 7 2 36 .7 36 .7
M assac h u se tts 5 ,5 9 4 7.0 7.0 _ 5 ,8 14 2 1 .6 21 .6
R ho de Is land 909 79 .8 79 .5 0.2 931 69 .4 69 .4
C o n n ec ticu t . . . 2 ,9 3 5 57 .5 57 .4 0.1 3 ,1 0 0 79 .0 78 .9 0.0
M id d le  A tla n tic 3 6 ,5 4 4 4 6 .8 4 6 .5 0.3 3 7 ,2 6 9 51 .3 50 .9 0.4
N e w  Y o rk  _ 17 ,9 3 5 66 .8 66 .7 0.1 18 ,076 66 .7 66 .5 0.1
N e w  J e rs e y  . . 6 ,9 2 8 12 .8 11.7 1.1 7 ,3 3 3 21 .5 19 .9 1.5
P en n sy lvan ia 11,681 36 .2 36 .2 - 11 ,8 6 0 46 .2 46 .2 -
East N o rth  C en tra l _ _ 3 9 ,3 4 7 54 .3 50.5 3.8 4 0 ,9 4 5 66.1 62.1 4 .0
O h io  _ 10 ,414 3 2  7 30 .2 2.6 10 ,7 3 5 4 1 .5 39 .5 2.0
In d ia n a 5 ,0 53 54 .6 49 .2 5.3 5 ,3 1 3 61.1 56 .8 4.3
Illin o is  _ _ 10 ,9 4 7 66 .5 59 .7 6.7 11 ,197 86.1 78 .0 8 .0
M ic h ig a n  __ _________________ 8 ,6 3 0 63 .2 61 .6 1.6 9,111 75 .7 74 .0 1.8
W isco n s in  __________ ____________ 4 ,3 0 3 57 .8 55 .6 2.2 4 ,5 8 9 61 .6 58 .5 3.1
W e s t N o rth  C en tra l 15 ,942 43 .7 37 .6 6.1 16 ,690 55 .0 50 .5 4 .5
M in n e s o ta
I o w a ____
M is s o u r i___
N o rth  D ako ta  _ 
S o u th  D ako ta  
N eb ras ka  __ 
K an sas  _____
3 ,6 5 9
2 ,7 9 3







4 3 .4  





























61 .7  
4 5 .5
51 .2















S o u th  A tla n tic  _ __ .  J 2 9 ,4 8 4 43 .1 4 0 .9 2.2 3 3 ,6 5 8 46 .7 4 4 .0 2.8
D e la w a re 5 2 5 4 0 .2 4 0 .2 5 7 9 39 .2 38 .7 0.3
M a ry la n d  .  _ ________ 3 ,7 5 7 7 3 .0 72.1 0.8 4 ,1 2 2 67 .4 6 6 .5 0.8
D is tric t o f  C o lu m b ia  .  _ _ ______ 791 1 0 0 .0 10 0 .0 _ 71 2 100 .0 10 0 .0 -
V irg in ia  ______ ____ __ ______ 4 ,5 0 8 58 .7 57 .2 1.4 4,981 4 9 .8 49 .1 0.7
W e s t V irg in ia  ___ . .  _ ________ 1 ,7 6 9 4 9 .6 4 9 .6 0.1 1 ,7 99 50 .5 50 .4 0 .0
N o rth  C a ro lin a  ___ _ .  ______ 4 ,9 5 2 3 7 .4 3 6 .5 0.9 5,441 4 4 .3 43.1 1.2
S o u th  C a ro lin a  . 2 ,5 3 3 27 .7 25 .2 2 .5 2 ,8 1 6 51.1 4 8 .2 2.9
G e o rg ia  ______  . . .  .  ______ __ 4 ,4 0 8 3 1 .9 30.1 1.7 4,931 4 0 .5 40.1 0.4
F lo r id a _____ ____ ____ ____ __________ 6 ,2 4 2 2 3 .4 17 .4 6 .0 8 ,2 7 7 3 3 .5 25 .2 8 .3
E ast S o u th  C en tra l ____ 12 ,717 3 3 .2 3 2 .3 0.9 1 3 ,5 1 5 4 5 .4 4 4 .6 0.8
K e n tu c k y  _____ _________ __ . 3 ,1 7 2 4 4 .9 4 4 .5 0 .4 3 ,3 8 7 50 .2 4 9 .8 0.4
T e n n e s s e e  ________________ _ . 3 ,8 5 9 4 2 .0 4 2 .0 _ 4 ,1 7 3 65 .7 65 .7 —
A la b a m a  _________________  _ _. 3 ,4 5 8 24 .7 2 4 .0 0.7 3 ,6 1 5 3 1 .0 3 0 .0 0.9
M is s is s ip p i_______________ ___ 2 ,2 2 8 14 .2 10 .9 3.2 2,341 24 .5 22.1 2.4
W e s t S o u th  C e n tra l . . . 1 8 ,5 7 0 4 6 .4 2 2 .4 24 .0 2 0 ,8 6 7 49 .3 29 .9 19 .4
A r k a n s a s ______ ________ __ . 1,901 3 0 .5 2 9 .9 0.7 2 ,1 1 0 37 .0 36.1 0.9
L o u is ia n a ___________________________ 3,581 7.2 4 .6 2.6 3 ,8 0 6 2 2 .9 18 .5 4 .4
O k la h o m a  _________________________ 2 ,4 8 9 55 .2 41.1 14.1 2 ,7 1 5 62 .2 51 .5 10.8
T e x a s  _ . . . .  ______ 1 0 ,5 9 9 6 0 .4 22 .7 3 7 .7 12 ,2 3 7 56 .7 2 7 .6 29.1
M o u n ta in _____________________ 7 ,8 7 8 3 4 .0 14 .4 19 .6 9 ,6 2 5 4 1 .5 22.1 19.4
M o n t a n a ____ 701 2 5 .2 5.4 19.8 7 4 6 ?fi 1 R 7 18 .0
Id a h o  ._ 6 8 8 3 0 .8 12 .3 18.5 81 3 32.1 5 .9 26.1
W y o m in g 3 2 2 26 .8 8.7 18.1 3 7 6 2 0 0 14 9 5 3
C o lo r a d o ____ 2 ,0 5 3 6 9 .2 4 1 .6 27 .6 2 ,541 R1 4 54  7 7 7  7
N e w  M e x ic o 1 ,0 0 0 58 .3 8.7 4 9 .7 1 ,144 61 4 3 5  7 7 5  7
A riz o n a  _ 1 ,6 4 6 7.7 0 .9 6.8 7 71 7 7 0  0 6  7 7 7  6
U t a h ______________________ 1 ,0 1 9 4 .5 2.2 2.3 1,203 7 0 2 1 0  7
N e v a d a  _ _________ 4 4 9 5.3 1.6 3.7 59 0 2 9 0 .8 2 0
P ac ific  _______________________ 2 5 ,3 2 9 13.1 10 .5 2.6 2 8 ,2 7 4 22 .5 18.2 4 .3
W a s h in g t o n ___________ _________ 3 ,1 7 4 13 .5 8 .4 5.1 3 ,5 5 9 3 8 .4 37 .2 1.2
O re g o n  _____ 1 ,9 7 9 14 .7 13 .6 1.1 2 ,2 8 4 10.5 9.3 1.2
C a lifo rn ia  _________________ 1 9 ,1 7 6 12 .5 10 .0 2 .5 2 1 ,1 9 8 21 .5 16.1 5.4
A las ka  ___________________ 2 7 8 4 1 .8 4 1 .8 — 3 6 5 42 .8 4 2 .5 0.3
H a w a ii .  . . .  . . . _____ 7 2 3 13.1 13.1 - 8 6 8 6.3 6 .3 -
N O T E S : W a te r  sy s tem s  a re  co n s id e re d  to  h a v e  d e n ta lly  s ig n if ic a n t n a tu ra l f lu o r id a tio n  if th e y  h a v e  0 .7  pa rts  p e r m illion  o r  m o re  n a tu ra lly  occurring  flu o rid e . 
A d ju s te d  w a te r  sy s te m s  a re  f lu o r id a te d  at th e  o p tim a l level ac co rd in g  to  th e  a v e ra g e  m a x im u m  d a ily  a ir te m p e ra tu re  in th e  c o m m u n ity .
S O U R C E S : C e n te r  fo r  D isease  C o n tro l: Fluoridation Census, 1975. D H E W , P u b lic  H e a lth  S e rv ic e , A tla n ta , G a ., A p r. 1977; D iv is io n  o f D e n ta l H ea lth , B ureau  o f  
H e a lth  M a n p o w e r :  Fluoridation Census, 1967, D H E W  Pub. N o . (N IH ) 6 8 -4 2 8 . N a tio n a l In s titu te s  o f  H ea lth . B e th esd a , M d ., 1 9 68 ; U .S . B ureau  o f  C ensus: P o p u la tio n  
e s tim a te s  a n d  p ro jec tio n s , Current Population Reports. S eries  P -2 5 , N os . 4 6 0  a n d  646 . W a s h in g to n . U .S . G o v e rn m e n t P rin tin g  O ffice , J u n e  1971 an d  Feb. 1977. 
(P o p u la tio n  da ta  a re  fro m  th e  C en sus B u reau  reports .)
T a b le  53. A ir  p o llu tio n , a c c o rd in g  to  s o u rce  an d  ty p e  o f p o llu ta n t: U n ite d  S ta te s , 1 9 7 0 -7 6
(Data are based on reporting by air quality monitoring stations)
















Particulate matter Emissions in 106tons/year
1970 _________________ 22.6 1.1 7 1 12 4 1 1 n q
1971 21.4 1.1 6.6 11 8 n r 1 1
1972 ________________ 20.3 1.2 64 11 1 0 7 n Q
1973 _____________ 19.9 1.2 6.5 10 9 0.6 0 7
1974 _____________ 17.5 1.2 5.6 9 4 0 R n ft
1975 ___________ 14.4 1.2 5 3 6 9 0 4 n ft
1976 ______________ 13.4 1.2 4.6 6.3 0.4 0.9
Sulfur oxides
1970 ______ 29.1 07 22 3 5.9 0.1 0.1
1971 _______ 27.9 0.7 21.5 5.5 0.1 0.1
1972 28.8 0.7 21.8 6.1 0.1 0.1
1973 29.7 0.8 22.9 5.8 0.1 0.1
1974 . 28.2 0.8 21.9 5.3 0.1 0.1
1975 _____________ 25.7 0.8 20.6 4.2 _ 0.1
1976 _______________ 26.9 0.8 21.9 4.1 - 0.1
Nitrogen oxides
1970 __________ 20.4 8.4 10.9 0.6 0.3 0.2
1971 21.3 8.9 11.2 0.6 0.3 0.3
1972 _______ 22.2 9.4 11.7 0.7 0.2 0.2
1973 _______________ 22.9 9.7 12 1 0.7 0.2 0.2
1974 _ 22.6 9.6 11.9 0.7 0.2 0.2
1975 ____________ 22.2 9.9 11.2 0.7 0.2 0.2
1976 __________ 23.0 10.1 11.8 0.7 0.1 0.3
Hydrocarbons
1970 _______________ 29.7 12.6 1.5 8.5 1.7 5.4
1971 ____________ 29.3 12.3 1.5 8.5 1.4 5.6
1972 ______________ 29.7 12.6 1.5 8.9 1.1 5.6
1973 ________________ 29.8 12.2 1.6 9.4 1.0 5.6
1974 ____ 28.6 11.3 1.5 9.2 0.9 5.7
1975 _____________ 26.2 10.9 1.4 8.5 0.8 4.6
1976 . 27.9 10.8 1.4 9.4 0.8 5.5
Carbon monoxide
1970 _________________ 99.8 79.2 1.2 8.0 6.1 5.3
1971 100.2 79.6 1.2 7.9 4.7 6.8
1972 . . . 102.0 84.0 1.3 7.9 4.0 4.8
1973 ___ 98.3 81.3 1.3 8.7 3.6 3.9
1974 ________ 91.5 74.0 1.3 8.2 3.2 4.8
1975 __________ 85.9 71.5 1.2 7.1 2.9 3.2
1976 ____ 87.2 69.7 1.2 7.8 1.1 5.7
NOTE: Because of modifications in methodology and use of more refined emission factors, data from this table should 
not be compared with data in Health, United States, 1976-1977.
SOURCE: Air Quality Planning and Standards Division: National Air Quality Emission Trends Report, 1976. EPA-450/11- 
77-002. U.S. Environmental Protection Agency. Research Triangle Park, N.C., Dec. 1977.
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T a b le  54 . E p is o d e s  o f  in ju ry , a c c o rd in g  to  p la c e  o f  in ju ry , se x , an d  a g e : U n ite d  S ta te s , 19 7 5









Place of injury k
All
places'





Both sexes, all ag es___ 74,164 100.0 100.0 50.4 28.9 21.5 9.5 40.1
Under 18 years .  . . .  .  . 27,717 37.4 100.0 54.1 25.7 28.4 7.8 38.1
18-44 years .  .. 30,948 41.7 100.0 40.8 26.3 14.5 10.8 48.4
45-64 years __  . . . . . . 10,796 14.6 100.0 57.9 36.4 21.5 9.8 32.3
65 years and over __ _. . . 4,703 6.3 100.0 75.3 49.0 26.3 *10.2 *14.6
Male, all ages 39,653 100.0 100.0 40.0 16.8 23.1 7.7 52.3
Under 18 years 17,012 42.9 100.0 48.6 18.7 29.9 7.3 44.1
18—44 years 16,747 42.2 100.0 27.8 13.2 14.7 8.7 63.5
45-64 years 4,600 11.6 100.0 42.3 18.3 24.0 *6.1 51.7
65 years and over 1,294 3.3 100.0 78.0 *35.0 *43.0 *7.3 *14.7
Female, all ages 34,511 100.0 100.0 62.9 43.5 19.5 11.6 25.5
Under 18 years .  . 10,706 31.0 100.0 63.1 37.2 26.0 8.7 28.2
18-44 years 14,201 41.1 100.0 57.0 42.7 14.3 13.4 29.6
45-64 years 6,196 18.0 100.0 69.6 50.0 19.6 12.6 17.8
65 years and over .  . 3,409 9.9 100.0 74.2 54.3 19.9 *11.3 *14.5
1 Excludes unknown place of injury.
2 Includes industry, school, recreation (except at school), and other places.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey.
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E. Measures of Health
No one m easure accurately reflects the 
health o f the American people and, in fact, a 
de te rm in a tio n  o f how healthy  A m ericans 
really are depends to a large extent on how 
health is defined. With m ore people living 
longer than ever before, measures o f health 
o ther than death are necessary to character­
ize the disease and disability patterns o f an 
aging population.
Estim ates o f disease incidence may rise 
artificially as diagnostic procedures and re ­
p o rtin g  practices im prove. Also, with in ­
creased  accessibility to m edical care , the 
measures o f health status currently used may 
indicate an artificial “w orsening” o f health 
ra th e r than an im provem ent. For example, 
as m ore people receive m edical care it is 
likely that m ore people will be diagnosed, 
thereby increasing the num ber of conditions 
reported  in health surveys. As people are 
told to cut down their activities because of 
diagnosed conditions, measures o f disability 
will likely increase.
In the National Health Interview Survey, a 
large sample o f the civilian noninstitutional- 
ized population is asked to assess their own 
health status in com parison to others their 
same age. T he survey also inquires into the 
num ber o f acute or chronic conditions and 
the am ount o f activity limitation or disability 
incurred. In the National H ealth and N utri­
tion Examination Survey, actual examinations 
are made by physicians and dentists to assess 
the health o f a sample o f the civilian nonin- 
stitu tionalized  p opu la tion . Local or State 
health agencies are responsible for reporting 
the incidence o f notifiable diseases to the 
C en ter fo r Disease C ontro l (CDC). From 
these and o ther sources, the health o f people 
living in the United States is measured.
In 1976, an estimated 48 percent o f the 
civilian noninstitutionalized population as­
sessed themselves in excellent health. With
NOTE: Unless otherwise noted, data are from 
the ongoing data-collection systems of  the National 
Center for Health Statistics. In many instances the data 
have been published in the Vital and Health Statistics 
series.
increasing age and decreasing family income, 
the proportion o f people feeling in excellent 
health declined. T he perception o f excellent 
health was characteristic o f 70 percent o f the 
population under 17 years o f age in families 
with incomes o f $15,000 per year or more, 
whereas feeling in excellent health was char­
acteristic of less than a quarter o f the popu­
lation 65 years of age and over who had 
family incomes o f less than $5,000.
Limitations in functional activities can be­
come obstacles to a norm al life. In 1976, 14 
percent o f the civilian noninstitutionalized 
population were limited in their usual activi­
ties because o f chronic diseases or physical 
im pairm ents. Nearly a third o f the popula­
tion 45 years of age and over was limited in 
activity com pared with less than a tenth of 
the population under 45 years of age. A rthri­
tis and  rheum atism  and  h ea rt conditions 
were the lead ing  causes o f lim itation for 
those over 44 years o f age, but im pairm ents 
o f the back and spine most often caused a 
limitation o f activity for adults 17-44 years of 
age. Asthma was the prim ary limiting condi­
tion for children under 17 years o f age.
Some chronic conditions were so severe 
that almost 4 percent o f the civilian noninsti­
tutionalized population were unable to carry 
on their major activity. For example, visual 
im pairm ents limited more than 9 percent of 
the population 65 years of age and over to 
the extent that they were unable to carry on 
their major activity. Based on data from  the 
H ealth and  N utrition  Exam ination Survey 
from the early 1970’s, nearly 90 percent of 
the  p o p u la tio n  65-74  years o f  age w ere 
found to have a significant eye abnormality, 
and about one-fifth of these people needed 
treatm ent for their problem . However, the 
p oo rer the population the less likely they 
were to be receiving needed care. More than 
half o f the elderly with family incomes of less 
than $5,000 were not getting care com pared 
with slightly more than a fifth o f those with 
family incomes o f $10,000 or more.
Data from  the H ealth Interview' Survey 
must be in terpreted  with caution. People can 
only report on the conditions they are aware 
of or think they have. Furtherm ore, since the 
data are limited to the noninstitutionalized 
population, the estimates o f people limited in
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activity are lower than  they would be if  the 
institutionalized population were included.
People may be institutionalized when they 
become severely disabled o r d ep en d en t on 
others fo r the ir daily activities. A ccording to 
data  from  th e  Survey o f  In stitu tiona lized  
Persons co n ducted  by th e  B u reau  o f  the 
Census, approx im ate ly  1.6 m illion people 
were in  facilities o ther than  long-stay hospi­
tals or correctional facilities in 1976. O f these 
people, two-thirds were dependen t upon o th ­
ers for a t least some o f the ir daily activities. 
Ju st over a th ird  o f those u n d er 18 years o f 
age needed  some personal assistance com­
pared  with three-fourths o f those 65 years o f 
age and over. More people needed assistance 
fo r bathing o r dressing than  for o ther activi­
ties.
As m easured by the H ealth Interview  S ur­
vey, acute conditions are only tem porarily  
disabling and  result in either 1 day or m ore 
o f restricted activity or the receiving o f m ed­
ical attention. In  1976, children u n d e r 17 
years o f  age had an average o f 308 acute 
conditions p e r 100 people, m ore than  any 
o ther age group. It is probably m ore likely 
for a child to be kept hom e from  school for 
1 o r 2 days than  it would be for an  adult to 
stay hom e from  work. Also, parents are m ore 
ap t to seek medical attention fo r the ir chil­
d ren  than  fo r themselves.
T he  incidence o f  acute conditions is h igher 
fo r people in families with low er incomes 
than  for people with h igher incomes. People 
17-44 years o f age with family incomes o f 
$15,000 or m ore had  196 acute conditions 
per 100 persons, while people in the same 
age group  with family incomes .of less than  
$5,000 had  279 acute conditions p e r  100 
persons. ^
It is difficult to in te rp re t the incidence o f 
acute conditions for elderly people. Since the 
elderly are m ore likely to already have lim­
ited their usual activity o r to be un d er m edi­
cal care for a chronic condition, the onset o f 
another condition may not fu rth e r restrict an 
elderly person or cause him  or her to seek 
fu rth e r medical care.
T he  num ber o f disability days per person 
provides som e indication o f  the ex ten t to 
which people have to cut down on activities 
as a result o f  an acute o r chronic condition.
In  1976, there  was an average o f 18 days-of 
restricted activity per person including 7 days 
in bed and  5 days lost from  work. T here  
were m ore bed-disability days per person for 
the older than for the younger population. 
T h e  n u m b e r o f  w ork-loss days does n o t 
exhibit the same age differential as bed-disa­
bility days because as people becom e m ore ill 
they are m ore likely to d rop  out o f  the labor 
force and  hence be excluded from  the calcu­
lations o f days o f  work lost.
J u s t  as peop le  w ith low er incom es h ad  
m ore acute conditions, they also had m ore 
disability days than  the m ore affluent. People 
45-64  years o f  age in families with less than 
$5,000 income had  3 times the num ber o f 
restricted-activity days per person, than  those 
in families with incomes o f $15,000 o r m ore 
per year.
From  the H ealth  Interview  Survey a com­
parison  can be m ade betw een  th e  health  
status o f  persons who repo rted  w orking as 
their usual activity in the year p rio r to in ter­
view with those who rep o rted  some o ther 
usual activity. Based on selected m easures o f 
health (i.e., the percen t repo rtin g  the ir health 
as fair o r poor and  the num ber o f restricted- 
activity days and  bed-disability days p e r p e r­
son per year), people 25-44  an d  45-64  years 
o f age who classified themselves as usually 
w o rk in g  p e rc e iv e d  th em se lv es  in  b e t te r  
health  and  had  fewer days o f restricted  activ­
ity, including days spent in bed, than  those 
who repo rted  some o ther usual activity. Peo­
ple 17-44 years o f  age who usually worked 
had m ore acute conditions than  those who 
did not work. This is probably because the 
onset o f  a disabling condition may cause a 
worker to seek p rom pt medical care or to 
te m p o ra rily  cu t back on  activ ities, w hile 
som eone who does not work may have al­
ready cut back on activity. ■
T h e  n u m b e r o f  d isab ility  days fo r th e  
currently  em ployed population varied by oc­
cupation and  by industry. In  general, m en in 
white-collar positions had  the .-fewest days o f 
re s tr ic ted  activity  p e r  p e rso n  (10.5), an d  
w om en in all o th e r jobs (e.g., b lue collar, 
service, farm  workers) had  the most (15.5). 
Employees in transporta tion  and  public utili­
ties industries had  m ore bed-disability and 
work-loss days than  those in o th e r industries,
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while employees in the construction industry 
had the fewest num ber o f disability days.
Oral health is an im portan t part o f physical 
health that is often neglected. T he presence 
o f dental disease reflects both the condition 
o f the teeth and gums and the extent o f met 
o r unm et needs. D ental trea tm e n t begun 
early in life can prevent fu tu re dental disease.
According to dental exam inations o f the 
civilian noninstitutionalized population d u r­
ing 1971-74, 64 percent needed some kind 
o f dental care. A bout one-fifth  needed to 
have th e ir tee th  cleaned, while tw o-fifths 
needed work on decayed teeth. T h ere  were 
pronounced age and family income d iffer­
ences in the need for dental care. For each 
age group, people with lower incomes had 
g rea ter dental care needs than those who 
were m ore affluent. For exam ple, 78 percent 
o f children 12-17 years o f age in families 
with incomes less than $5,000 needed dental 
care com pared with 54 percent in families 
with incomes o f $15,000 or more.
Periodontal disease and dental caries are 
two o f the leading causes o f tooth loss. Dental 
caries is a chronic destructive disease o f the 
teeth that if left un treated  results in loss o f 
affected teeth. Periodontal disease designates 
a variety o f conditions o f  the su p p o rtin g  
structures o f the teeth. In the early 1970’s, 
about 16 percent o f young children 1-5 years 
o f age and more than 50 percent of children 
6-17 years of age needed dental work on 
decayed teeth, according to findings o f dental 
ex am in a tio n s . T h e  n eed  fo r p e rio d o n ta l 
treatm ent was g reater for people 18 years of 
age and over than for younger people. O f 
the 54 percent of the population 65-74 years 
of age who had their natural teeth, 28 p e r­
cent were found to need periodontal trea t­
m ent and 33 percent to need work on de­
cayed teeth.
State and  local health  d ep a rtm en ts  are  
responsible for reporting  the num ber o f cases 
o f certain diseases to the C enter for Disease 
C ontrol (CDC), a lthough  the re p o rtin g  is 
voluntary. T h e  com pleteness o f rep o rtin g  
u n d e r  such a system varies accord ing  to 
public concern and awareness o f the im por­
tance o f the disease. T h ere  is known to be 
serious underreporting  o f some diseases in­
cluding the com mon childhood diseases.
In 1976, more than 93,000 cases of child­
hood  diseases fo r which im m unization  is 
available were reported  to CDC. In the 7 
years following licensure o f the rubella vac­
cine in 1969, the num ber o f  cases o f  the 
disease d ro p p ed  by 78 percent to 12,000. 
T he licensure o f the measles vaccine in 1963 
was followed by a dram atic d rop  in incidence 
o f rep o rted  cases from  nearly  400,000 to
22,000 cases in 1968. By 1976, rep o rte d  
measles incidence had again risen to 41,000 
cases. Following introduction o f  the vaccine 
in 1968, the incidence o f mumps declined by, 
75 p e rce n t from  152,000 re p o r te d  cases 
in 1968 to 38,000 cases in 1976. T he inci­
dence of polio decreased precipitously after 
the introduction o f the vaccine in 1955. Since 
1973, fewer than 20 cases o f polio have been 
reported  annually.
O ne o f the  few ch ildhood  diseases for 
which there is no vaccination is chickenpox. 
National repo rting  o f this disease to CDC 
began in 1972. From  1974 to 1976, the 
num ber o f reported  cases per 100,000 popu­
lation increased from  72.2 to 96.1. Cyclical 
variation in the incidence o f acute conditions 
often accounts for yearly increases or de­
creases. T rends in incidence o f the disease 
are not always readily apparent.
As discussed in the “M ortality” section of 
this rep o rt, cancer is one o f the leading 
causes o f death in the U nited States. T he 
annual cancer incidence rate is a measure of 
the num ber of newly diagnosed cases for a 
given period. Based on data from the Sur­
veillance, Epidemiology, and End Results Re­
porting (SEER) Program , which covers about 
10 percent o f the U.S. population, the aver­
age annual cancer incidence rate for 1973-76 
was 324.4 cases per 100,000 population. The 
rates varied from  a low o f 277.8 in Utah to a 
high of 358.0 in the San Francisco area. The 
cancer m ortality  ra te  fo r the SEER geo­
graphic areas was 167.7 per 100,000 population, 
ranging from a low of 122.6 in Utah to a high of
200.4 in New Orleans. There was considerable 
variation by site of cancer in the relationship 
between incidence and mortality. For cancers of 
the breast and prostate, for example, the inci­
dence rate was approximately 3 times the mor­
tality rate, while for lung cancer, incidence was
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only 25 percent higher than mortality. This dif­
ferential can be explained in part by differences 
in survival rates for these various forms o f 
cancer. Among those persons diagnosed with 
cancer of the lung in 1973, the percent surviving 
3 years was only 12 percent compared with 78 
percent for those with cancer o f the breast and 
68 percent for those with cancer of the prostate. 
Mortality for the SEER areas combined is re­
markably similar to the total U.S. mortality for all 
cancer sites and for each of the selected sites.
A lthough tuberculosis was once a w ide­
spread disease in the United States, it has 
since become a relatively m inor one. T he  rate 
has d ro p p ed  from  80.5 to 15.0 cases per
100.000 population from  1950 to 1976. T u ­
berculosis is nearly 5 times m ore com m on in 
people o ther than white, and it is m uch m ore 
likely to occur in cities o f  at least 500,000 
people than in sm aller ones.
In  1976, g o n o rrh ea  ran k ed  first am ong 
re p o rta b le  com m unicab le  diseases in the  
U n ited  S tates. T h e  n u m b e r o f  cases p e r
100.000 civilian population has been increas­
ing since the late 1950’s. However, data for 
1976 and 1977 suggest a possible reversal o f 
the long-standing upw ard trend , particularly 
fo r  p eo p le  u n d e r  30 years o f  age. T h e  
incidence rates o f  o th e r venereal diseases 
including syphilis have been decreasing.
T he  health  o f a new born cannot be meas­
u red  in the same way as the health o f the 
general population. O ne o f several indicators 
o f  in fa n t h e a lth  is b ir th  w eight. In fa n ts  
w eighing 2,500 gram s o r less at b irth  are 
considered, to be low-birth-weight and  are at 
a g reater risk o f fu tu re  health problem s than
o th e r infants. In  1976, 7.3 percen t o f  all 
infants born  were low-birth-weight. T he  p ro ­
portion o f low-birth-weight infants born  to 
black women was nearly twice as high as the 
proportion  born  to white women (13.0 per­
cent versus 6.1 percent).
T he  highest p roportion  o f  low-birth-weight 
infants were born to black teenagers with less 
than  a high school education. A h igher p ro ­
portion o f low-birth-weight infants were born  
to unm arried  than  to m arried  women, re ­
gardless o f educational attainm ent. U nm ar­
ried women who com pleted high school had 
twice the p roportion  o f  low-birth-weight in­
fants w hen com pared to m arried  w om en who 
finished high school (11.6 percent versus 5.7 
percent). Similarly, unm arried  women w ith­
ou t any high school education had  about U /2 
times the  p roportion  o f  low-birth-weight in ­
fan ts w hen  co m p ared  to m a rrie d  w om en 
w ithout a h igh school education (13.6 percent 
versus 8.7 percent).
Lack o f p ro p er prenatal care has also been 
associated with the risk o f  having a low-birth- 
weight infant. W omen who received prenatal 
care in the first o r second m onth  o f p reg­
nancy had a lower p roportion  o f  low-birth- 
weight infants than  w om en who did no t get 
care until later in the ir pregnancy. However, 
w hen both the  educational a tta inm ent and 
age o f the m other are  taken into account, it 
appears th a t w om en 20-29 and  those 30-39 
years o f  age who had  g raduated  from  college 
had a lower p roportion  o f  low-birth-weight 
infants than  w om en with lower educational 
attainm ent, regardless o f  the m onth  in which 
the ir prenatal care began.
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234 T a b le  55 . S e lf-a s s e s s m e n t o f h e a lth , ac co rd in g  to  ag e , sex , an d  fa m ily  in co m e: U n ite d  S ta te s , 19 76
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)
Age, sex, and family income
Self-assessed level of health
All levels1 Excellent Good Fair Poor
ALL AGES 






Male 10 0 .0 51.3 37.1 8.5 2.7
Female ___________________ 10 0 .0 45 3 40.7 10 .6 2.9
Family income 
Less than $5,000 . 10 0 .0 31.9 42.0 18.0 7.6
$5,000-^9,999 10 0 .0 40 4 43.4 12 .2 3.7
$10,000-$14,999 10 0 .0 49.7 40.3 8.0 1.6
$15,000 or more 10 0  0 59 6 33.8 5.3 1.1
UNDER 17 YEARS 
Total2 __________ 10 0 .0 58.8 36.4 3 9 0.4
Sex
Male _ 10 0.0 59.2 36.2 3.8 0.4
Female _ 10 0 .0 58.4 36.6 4 0 0.4
Family income
Less than $5,000 10 0 .0 41.2 49 9 7.5 0.8
$5,000-$9,999 10 0 .0 49.7 44.4 4.9 0.6
$10,000-$14,999 10 0 .0 59.8 35.8 3.8 0.3
$15,000 or more 10 0 .0 69.6 27 4 2.4 0.2
17-44 YEARS
Total2 10 0  0 52 0 39.3 7.0 1.4
Sex
Male 10 0 .0 56.6 36.4 5.6 1.1
Female 10 0 .0 47.7 42.1 8.3 1.6
235
Family income




























$15,000 or more ___
45-64 YEARS 
Total2 _ . . .  _
Sex
M a le___ _ _ . . . 10 0 .0 38.6 39.6 14.9 6.4
Female _____ _ ______ 10 0 .0 32.8 43.8 17.5 5.5
Family income
Less than $5,000 _ _______  . 10 0 .0 17.1 34.4 30.2 17.6
$5,000-$9,999 ____ 10 0 .0 26.5 42 1 21 9 9 7
$10,000-$14,999 10 0 .0 32.3 47.2 15.9 4.0
$15,000 or m o re ____ . __ 10 0 .0 47.5 40 6 9.6 2 .2
65 YEARS AND OVER
Total2 _________________ 10 0 .0 29.0 39.0 22.3 9.0
Sex
Male .  ____ __ _ 10 0 .0 29.5 37.4 23.2 9.3
Female 10 0 .0 28.7 40.2 2 1 .6 8 .8
Family income
Less than $5,000 10 0 .0 24.1 36.6 26.4 12.4
$5.000-$9.999 10 0 .0 29.7 40.6 2 2 .0 7.4
$10.000-$14.999 10 0 .0 34.4 41.5 18.0 5.5
$15,000 or m o re ______ ____ . . .  .  __________ 10 0 .0 37.8 39.1 16.8 6 .1
1 Includes unknown level of health.
2 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
236 T a b le  56 . S e lec ted  c h ro n ic  c o n d itio n s  ca u s in g  lim ita tio n  o f a c tiv ity , a c c o rd in g  to  d e g re e  o f lim ita tio n , sex, a n d  age: U n ite d  S ta tes , 1976










































All degrees of activity limitation Percent of persons limited in activity because of specified condition
Both sexes, all ages 30,175,062 16.8 15.7 6.9 5.1 4.9 4.8 7.5 6 .1 5.4 2.5
Under 17 years ____  ___ __ 2,266,695 * 1 .0 2.4 *0.3 * 1 .0 6.7 2 0 .1 3.2 6.9 3.7 5.2
17-44 years _ ______ ____________ 7,512,474 6.8 4.8 3.4 2.3 5.9 5.9 13.9 8 .0 42 2.7
45-64 years _ _ _ _ _  . 10,504,689 19.6 19.0 9.0 6.8 5.7 3.4 7.9 5.6 4.0 1.9
65 years and over _ . 9,891,204 24.9 23.4 8.9 6.3 3.0 2 .1 3.3 5.0 8.2 2.4
Male, all a g e s ____ _ 14,564,509 11.4 16.7 4.8 4.8 4.4 4.9 7 2 6.7 5.7 2.8
Under 17 years __ _ _ 1,279,389 *0.4 *2.5 *0.4 * 1.1 8.1 2 1 .2 *1.5 7.4 3.8 5.2
17-44 years _ . 3,777,280 4.9 3.9 2.4 1.8 5.5 5 3 13.3 10 .2 5.7 3.2
45-64 years __ . 5,182,145 14.9 22  2 6.8 6.9 4.7 2.7 8.0 6.3 4.8 2.6
65 years and over _ . 4,325,695 16.3 25.3 6  1 6.2 2.0 2 .2 2.7 4.0 7.6 2.0
Female, all ages _ 15,610,553 21.7 14.8 8.9 5.2 5.4 4.8 7.9 5.5 5.0 2 .2
Under 17 years __ 987,306 *1.9 * 2 .2 * 0.2 *0.9 5.0 18.6 5.4 6 .2 3.6 5.1
17-44 years_______ 3,735,194 8 .8 5.7 4.5 2.7 6.3 6.5 14.5 5.8 2 .6 2.1
45-64 years______ _ . 5,322,544 24.2 15.9 1 1 .1 6.7 6.6 4.0 7.9 4.9 3.2 1.2
65 years and over 5,565,509 31.6 2 2.0 1 1 .1 6.4 3.8 2.0 3.8 5.7 8 .6 2.7
Limited but not in major activity
Both sexes, all ages ___  _ 7,495,791 13.0 6.7 5.2 3.2 34 7.2 8.0 8.2 6.1 4.6
Under 17 years ___________ _ . 1,087,587 *1.3 *3.0 *0.5 *1.4 6.1 19.1 5.4 9.3 4.3 5.6
17-44 years __ . 2,843,947 7.2 3.1 2.9 2.4 3.7 8 .2 12 .2 10 .8 5.6 4.1
45-64 years __ _ 2,264,578 18.4 8 .8 7.8 4.9 2 .6 3.8 6.9 6.5 4.7 4 2
65 years and over . 1,299,679 25.7 14.0 9.6 3.4 * 1 .6 *0.9 3.0 4.9 1 1 .2 5.6
Limited in amount or 
kind of major activity
Both sexes, all ages .................. 15,210,160 18.3 16.3 7.8 5.0 4.7 4.6 8.8 5.3 4.2 1.8
Under 17 years _____  ___ 1,058,928 *0.7 *1.9 *0.2 *0.7 7.5 22.6 *0.7 4.2 *1.7 4.9
17-44 years _ _ _ _ _ 3,721,693 6.8 5.4 4.0 2.3 5.4 4.7 16.5 6.6 3.2 1.8
45-64 years ___ .  _ _ 5,671,034 20.7 19.9 9.5 6.9 5.3 3.4 9.3 4.8 3.2 1.2
65 years and over . 4,758,505 28.4 23.9 10.5 5.9 2.9 1.9 4.1 5.0 6.5 1.7
Unable to carry on major activity
Both sexes, all ages __ _ 7,469,111 17.5 23.4 6.8 7.0 7.0 3.0 4.4 5.6 7.2 1.9
Under 17 years .  _ __ _ _ _ 120,180 *1.7 *1.4 * _ *5.7 *7.1 *4.2 *9.0 *15.1 *3.2
17-44 years _ _ _ _ _  _ 946,834 5.8 7.5 *2.7 *1.9 14.5 *3.7 8.4 5.3 3.7 *1.8
45-64 years _ _ ____ 2,569,077 18.2 26.2 8.7 8.1 9.1 2.9 5.8 6.5 5.0 1.4
65 years and over .  __ 3,833,020 20.4 26.1 6.8 7.7 3.6 2.7 2.5 5.0 9.2 2.2
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
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Table 57. Percent of population with significant eye abnormality and treatment status, according to age and family income:
United States, 1971-72
(Data are based on examinations of a sample of the civilian noninstitutionalized population)












With significant eye abnormality Percent of population
All incomes' ________ _ _ _ 39.2 12.2 23.5 34.5 61.7 88.9
Less than $5,000 _ _ _ _ . 49.3 18.2 29.3 32.4 71.2 88.2
$5,000-$9,999 _____________ _ . 36.6 9.5 22.3 33.7 60.6 88.9
$10,000 or more _ . 36.5 12.3 22.9 34.7 59.3 88.3
Needing treatment for eye abnormality
All incomes' _ 7.1 3.5 4.7 5.0 10.2 22.1
I ess than SR.000 9.0 3.7 4.6 4.2 10.5 22.2
$5,000—$9,999 6.8 3.2 4.9 4.6 10.5 23.2
$10,000 or m ore____________ _ 6.3 3.6 4.2 5.5 9.9 17.5
Not receiving treatment: Percent of persons needing treatment
All incomes' _ ___ 47.9 71.4 46.8 52.0 47.1 43.0
Less than $5,000 _ _ 57.8 91.9 43.5 81.0 58.1 54.1
$5,000-$9,999_______________________ 48.5 62.5 38.8 56.5 52.4 37.1
$10,000 or more _ ___________ 42.9 72.2 50.0 43.6 38.4 21.7
1 Includes unknown income.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and 
Nutrition Examination Survey: Data computed by the the Division of Analysis from data compiled by the Division of Health 
Examination Statistics.
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T a b le  58 . In s titu tio n a liz e d  p o p u la tio n  a n d  th e ir  n e e d  fo r  a s s is ta n c e  in p e rs o n a l c a re , a c c o rd in g  to  a g e , d e g re e  o f  ass is tan c e
n e e d e d , a n d  ty p e  o f  a c tiv ity : U n ite d  S ta te s , 1 9 7 6
(Data are based on reporting by staff in a sample survey of institutions)
Population, degree of assistance needed, 
and type of activity
Age






Institutionalized population ‘ 1,550,100 l 151.530 334.120 1,027,850
Percent distribution
Total 100.0 100.0 100.0 100.0
Need no assistance1 2’3 25.3 56.0 40.9 16.3
Need regular assistance or are totally dependent2___ 67.5 36.3 50.1 77.3
Unknown 7.3 7.7 8.9 6.5
Percent of persons
Need regular help2 43.8 20.1 33.9 50.8 ’
Getting in and out of bed ' 13.2 3.2 6.3 16.9
Eating or drinking 8.4 6.5 5.8 9.4
Bathing or dressing 33.7 13.4 26.7 39.2
Walking or getting about 11.5 3.3 5.8 14.6
Using toilet or bedpan 11.8 6.2 7.3 14.1
Totally dependent2 40.5 25.7 29.3 46.0
Getting in and out of bed 27.5 17.3 16.5 32.0
Eating or drinking 12.4 13.6 9.1 12.7
Bathing or dressing________  __ _ ______ 35.1 24.6 24.7 39.5
Walking or getting about . 29.7 16.3 18.5 34.9
Using toilet or bedpan 26.3 18.6 16.5 30.0
1 Includes 2 percent for whom age is not stated.
2 In one or more of the specified activities.
3 Includes less than 1 percent who need occasional help.
NOTE: These data exclude persons in long-stay hospitals and penal and juvenile detention facilities.
SOURCE: U.S. Bureau of the Census: Current Population Reports. Series P-23, No. 69. Washington. U.S. Government 
Printing Office, June 1978.
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240 T a b le  59. In c id e n c e  o f ac u te  co n d itio n s , a c c o rd in g  to  c o n d itio n , a g e , sex , usua l ac tiv ity , an d  fa m ily  in c o m e : U n ite d  S ta tes , 1976
(Data are based on interviews of a sample of the civilian noninstitutionalized population)
















otherTotal Upper Influenza Other1
Number of acute conditions per 100 persons per year
All ages under
65 years2 -- 231 9 126.9 64.4 56 1 6.4 33.4 26.6 11.0 34.0
Sex and usual activity
M a le ___  . 222.0 120.2 61 2 52.6 6.3 39 7 26.0 10.9 25.2
Working or going to school ___ 207.1 113.3 55 2 52.9 5.1 39.3 22.8 10.9 20.9
All other activities' ____ 290.7 152.4 89.6 51.5 11.4 41 2 41.4 11.1 44.6
Female__ __ . 241.4 133.3 67.5 59.4 6.4 27.4 27.1 11.1 42.5
Working or going to school ___ 241.9 137.6 69.5 61 3 6.8 27.9 25.7 12.0 38.6
All other activities' __ . 240.8 127.5 64.9 56 6 6.0 26.7 29.2 9.9 47.5
Family income
Less than $5,000 _ 266.0 151.4 79.1 65.1 7 1 35.1 27.0 14.5 38.0
$5,000-$9,999 ________  _ . 238.2 125.2 63 8 55 0 6.3 35.5 26.8 13.1 37.7
$10,000-$14,999 ______  . 239.3 132.1 60 9 62 9 8.2 33.2 30.5 9.4 34.1
$15,000 or more 222.5 122.1 64.6 51.8 5.7 33 1 26.4 9.8 31.1
Under 17 years2 307 8 169.8 98.2 61.1 10.4 37.0 45.4 15.1 40.5
Sex and usual activity
Male _ __ 304.8 159.1 91 2 57.5 104 44.5 47.4 15.4 38.4
Working or going to school ___ 268.8 140.1 73 7 58.8 7.7 43.5 40.6 17.4 27.2
All other activities' 381.6 199.8 128.7 54.8 16.2 46.6 61.8 11.1 62.3
Female __ 310.9 180.9 105 5 64.9 10.5 29.2 43.4 14.7 42.7
Working or going to school ___ 283.2 169.1 91.2 67.9 10.0 26.4 36.0 15.8 35.8
All other activities’ 370.4 206.1 136 1 58.5 11.6 35.1 59.3 12.4 57.5
Family income
Less than $5,000 316.1 179.8 112 2 56.3 11.4 30.9 48.1 15.6 41.7
$5,000-$9,999 ________ __ 291.9 156.1 92.4 56.2 7.5 35.3 46.7 17.4 36.5
$10,000-$14,999 ________ _ 311.6 173.3 92.2 66.4 14.7 37.6 46.4 11.9 42.5
$15,000 or more ___ 321.8 175.1 103.1 62.1 9.8 41.1 48.3 15.1 42.2
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17-44 vears1 2 216.7 119.5 54.9 59.9 4.7 35.6 20.5 10.2 33.0
Sex and usual activity
Male _ 201.3 113.0 52.7 56.2 4.2 44.4 18.3 9.2 16.4
Working or going to school ___ 203.9 115.0 53.7 57.1 4.2 44.5 18.5 9.0 16.8
All other activities2 _ _ 166.5 84.8 40.4 42.5 *1.9 41.9 *16.5 *11.9 *11.4
Female _ _ _ _ _  ___ __ __ 235.1 125.6 57.1 63.4 5.1 27.4 22.5 11.1 48.5
Working or going to school ___ 237.7 . 128.8 ' 63.7 59.7 5.4 31.2 21.7 11.0 45.0All other activities3 231.5 121.0 47.9 68.3 4.7 21.9 23.9 11.3 53.4
Family income
Less than $5,000 __ 279.3 156.7 77.6 71.8 7.3 42.6 22.4 17.1 40.3$5,000-$9,999 231.8 122.3 56.6 60.2 5.5 40.4 17.6 12.4 39.1
$10,000-$14,999 229.3 126.1 52.6 68.5 4.9 34.8 27.6 8.7 32.0$15,000 or more 195.9 108.0 51.0 53.2 3.7 32.1 18.6 8.2 29.1
45-64 years2 ___ 150.7 80.9 35.4 41.5 4.0 24.2 12.0 6.9 26.8
Sex and usual activity
Male _ __ _ _______  _ _ ___ 138.4 75.7 33.1 38.3 4.3 23.2 9.3 7.4 22.8
Working or going to school ___ 137.4 75.9 35.8 36.0 4.1 22.2 10.2 6.8 22.4
All other activities3 _ _ _ _ 139.6 • 76.0 21.0 49.5 5.5 25.6 *5.2 *10.3 22.5
Female 161.8 85.6 37.5 44.4 3.7 25.0 14.4 6.4 30.5
Working or going to school ___ 167.8 95.4 39.8 52.0 *3.7 22.5 14.9 6.8 28.1
All other activities3.  __ __ .__ 156.9 77.9 35.5 38.7 *3.7 27.0 14.1 6.0 31.7
Family income
Less than $5,000 _ __ ___ 172.1 102.4 37.9 63.6 *0.9 25.7 *7.7 *7.9 28.4
$5,000-$9,999 ________________ 168.1 83.0 34.3 42.6 *6.1 25.7 15.2 7.7 36.6
£10.000-514,999 142.4 77.4 27.9 44.3 *5.3 22.1 10.9 *6.9 25.2
$15,000 or more _ _____ 144.7 80.4 40.6 35.9 3.9 24.8 12.7 6.2 20.5
1 Includes pneumonia, bronchitis, and other respiratory conditions not shown separately.
2 Includes unknown family income and unknown usual activity.
3 Includes persons keeping house (females only), retired persons 45-64 years of age (both sexes), persons 
persons under 6 years of age for whom no activity is specified.
SOURCE: Division of Health Interview’Statistics, National Center for Health Statistics: Data from the Health
with other activities not specified (both sexes), and 
Interview Survey.
242 Table 60. Disability days, according to type of disability day, age, sex, and family income: United States, 1976 
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)
Age, sex, and family income
Civilian noninstitutionalized population Type of disability day
Total
Currently employed, 







ALL AGES Number in thousands Days per person per year
Total2______________ 210,643 87,119 18.2 7.1 5.3
Sex
Male ______________________ 101,626 52,177 16.4 6.1 5.2
Female . 109,018 34,942 19.9 8.1 5.6
Family income
Less than $5,000 28,987 6,891 32.5 12.1 5.8
$5,000-$9,999 ______________ 42,543 15,603 20 3 8.2 6.1
$1O,OO0-$14,999 ____________ 44,471 19,748 15.7 5.9 5.5
$15,000 or more . 75,797 38,212 12.8 5.1 4.7
UNDER 17 YEARS
Total2 __ ___ _______ 60,891 11.0 5.1
Sex
Male _ _ 31,039 10.7 4.9
Female _ 29,852 11.3 53
Family income
Less than $5,000 6,547 12.2 6.5
$5,000-$9,999 12,202 11.2 5.1
$10,000-$14,999 14,125 11.0 4.6
$15,000 or more _ _ 22,511 10.5 4 9
17-44 YEARS
Total2 __ - -- 84,701 57,268 14.2 5.6 5.0
Sex
Male _ . 40,991 33,725 12.6 4.3 4.7
Female .  _ 43,710 23,543 15.7 6.8 5.5
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• Family income
Less than $5,000 __ _ __ ___ 9,789 4,631 21.6 8.6 5.0
$5,00Q-$9,999 ____________ 16,363 10,491 16.1 6.5 5.9
$10,000-$14,999 ____________ 19,533 13,734 14.4 5.5 5.6
$15,000 or more .  ___ . 33,202 24,860 10.8 4.2 4.2
45-64 YEARS
Total2_________________ 43,253 26,964 25.4 8.9 6.1
Sex
Male _____________  _____ 20,633 16,524 23.6 7.9 6.3
Female ____________ ___ 22,620 10,439 27.0 9.9 5.9
Family income
Less than $5,000 ___ _ . _ _ 4,876 1,603 53.6 18.9 7.6
$5,000-$9,999 _____________ 7,842 4,234 30.6 11.8 7.2
$10,000-$14,999 ____ 8,506 5,625 22.3 7.6 5.6
$15,000 or more _ _ 17,443 12,785 17.5 5.8 5.8
65 YEARS AND OVER
Total2_____ 21,799 2,887 40.0 15.1 4.0
Sex
Male ______ ________  _ . . . 8,962 1,928 36.8 14.3 3.2
Female ____________ _ _ 12,837 959 42.2 15.6 5.7
Family income
Less than $5,000 ___  ______ 7,775 657 50.3 16.9 7.5
$5,000-$9,999 _____________ 6,136 878 36.4 14.6 3.6
$10,000-$14,999 ___  _____ 2,308 389 31.5 11.4 *1.9
$15,000 or more . .  . . .  _. . . . 2,641 567 28.0 13.1 *0.8
1 Work-loss rates are based on the currently employed population 17 years of age and over.
2 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
244 T a b le  61 . S e lf-a s s e s s m e n t o f h e a lth , l im ita tio n  o f a c tiv ity , re s tr ic te d -a c tiv ity  d a ys , a n d  b e d -d is a b ility  days, a c c o rd in g  to  u s ua l a c tiv ity , sex , a g e , an d  fa m ily  in c o m e :U n ite d  S ta tes , 19 76
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)
Sex, age, and Usual activity
tamily income
Total1 Working2 All other4 Total1 Working2 All other'1 Total1 Working2 All other1 Total1 Working2 All other3
Percent feeling fair or poor4 Percent limited in activity
Restricted-activity days 







Both sexes 25—44 years5 ___ 9.4 7.1 15.3 10.2 7.8 16.2 155 13.3 21 1 5.9 4.9 8.4
Less than $5,000 23.2 13.6 33.2 21.4 13.3 29.8 28.4 19.1 38.3 10.6 5.7 15.8
$5,000-49,999 13.6 10.1 21.7 13.1 8.7 23.0 18.0 153 23.9 6.7 5.7 8 8
$10,000-414,999 8.6 7.4 11.5 9.8 8.8 12.4 15.9 14 2 20.4 6.0 5.2 8.1
$15,000 or more 5.2 4.6 7.3 7.2 6.3 10.0 11.8 11.1 13.9 4.3 4.1 5.2
Male 25—44 years5 7.7 5.9 33 9 10.5 8.2 44.8 13.9 11.9 43.1 4.7 4.0 15.0
Less than $5,000 21 0 12 2 39.3 23.6 13.5 44.8 29.0 20.1 47.8 8.9 4.7 18.0
$5,000-49,999 12 0 8.8 36.7 13.8 93 49.6 17.2 14.4 39.9 5.5 4.9 *10.3
$10,000-414,999 7.0 6.4 24.0 10 1 9.2 36.4 13.5 12.3 48.5 5.0 4.6 *19.1
$15,000 or more 4.0 3.7 21.9 7 3 6.8 37 1 10.1 9.7 35 4 3.2 3.1 *7.5
Female 25-44 years5 11.1 9.0 13.1 10.0 7.2 12.8 17.0 15.6 18.5 7.0 6.3 7.6
Less than $5,000 24.7 15.3 30 9 19.8 13.0 24.2 28 0 17.9 34.8 11.8 7.0 15.0
$5,000-49,999 15.1 12.0 18.5 12.4 7 9 17.5 18.6 16.8 20.6 7.6 6.8 8.5
$10,000-414,999 10.1 9.5 10.7 9.6 8.2 10.8 18.4 18.1 18.6 7.0 6.7 7.4
$15,000 or more 6.4 6.1 6.7 7.0 5 5 8.9 13.4 13.7 13.0 5.5 5.8 5.1
Both sexes 45-64 years5 ___ 22.2 142 35.5 24.3 15.1 39 6 25.4 16.2 40.6 8.9 5.4 14.9
Less than $5,000 47.8 26.5 57.6 49.0 26.5 59.5 53.6 27.4 65.8 18.9 10.1 23.0
$5,000-49,999 _____ 31.1 21.2 42.7 31.3 18.3 46.4 30.6 17.6 45 5 11.8 6.1 18.4
$10,000-414,999__ 19.8 15.6 28.2 22.5 16.8 33.8 22.3 17.8 31.3 7.6 5.5 11.6
$15,000 or more 11 8 9.2 18.7 15.7 12.3 24.8 17.5 14.3 25.8 5.8 4.6 9.1
Male 45-64 years5 __________ 21.3 14.2 55.0 25.1 16.3 66.8 23.6 15.4 61.9 7.9 4.7 23.1
Less than $5,000__________________ 53.1 29.7 67.6 59.1 30.8 76.6 55.4 32.5 69.6 19.5 12.2 24.1
$5,000-$9,999 ____________________ 35.5 24.1 58.6 37.1 20.9 69.7 32.5 17.4 62.6 12.3 5.2 26.7
$10,000-$14,999 __________________ 20.5 16.4 47.2 24.7 18.8 63.3 22.7 17.0 59.4 7.0 4.9 20.8
$15,000 or m o re__________________ 10.7 9.0 35.1 15.7 13.4 50.2 16.2 13.8 53.1 5.0 4.1 18.1
Female 45-64 years5 23.0 14.1 30.0 23.5 13.0 31.8 27.0 17.5 34.5 9.9 6.5 12.5
Less than $5,000__________________ 45.0 24.3 53.2 43.8 23.6 51.8 52.7 23.9 64.1 18.6 8.6 22.5
$5,000-$9,999 ____________________ 28.0 18.0 35.8 27.1 15.5 36.3 29.2 17.9 38.2 11.4 7.1 14.9
$10,000-$14,999__________________ 19.2 14.2 23.5 20.2 13.1 26.5 22.0 19.3 24.4 8.1 6.7 9.4
$15,000 or more . _________ 13.1 9.5 16.5 15.8 10.0 21.3 19.0 15.6 22.1 6.7 5.5 7.8
' Includes unknown activity status.
1 Includes 1.5 percent of persons 25-64 years of age going to school.
3 Includes keeping house (females only), retired persons (over 44 years of age), and other activities not specified.
4 The complement of the percent feeling fair or poor is the percent feeling excellent or good.
5 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview Survey.
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Both sexes Number of days per currently employed person per year
All industries4 87,119 12.5 4.4 5.3 11.6 4.3 4.5 13.6 4.5 6.2
Agriculture 2,971 12.3 3.3 5.2 *11.4 *3.7 *6.7 12.3 3.2 5.1
Mining 722 14.7 *3.5 5.5 *21.3 *2.0 *3 0 11.8 ‘ 4.1 *6.6
Construction 5,203 10.1 2.9 4.2 10.5 *4 1 3.7 9.9 2.4 4.3
Manufacturing 20,297 13.7 4.2 6.0 11.7 3.8 48 14.8 4 4 66
Transportation and public utilities 5,540 14 9 5.2 7.3 11.2 4.3 40 17.7 5.9 9.8
Wholesale and retail trade 17,178 10.8 4.0 4.8 10 5 4.0 4.1 11.2 4 2 6.0
Finance, insurance, and real estate 4,871 12.1 4.4 4.6 11.9 4 4 4.5 15.0 *4.0 *5 8
Service and miscellaneous 24,065 12.6 5 1 4.8 11 6 4 6 4.3 14 2 5.7 5.7
Public administration 5,433 13.4 4.6 67 14.4 5 1 68 11.4 3 7 6.5
Male
All industries4 ___ _ 52,177 11 7 3.7 5.2 10 5 3.3 4 0 12.7 3.9 6.0
Agriculture 2,495 12.5 3.3 5.7 *13.4 *4.8 *10 9 12.4 3 2 5.4Construction 4,849 9.3 2.6 4.0 8.0 *3.0 *3.5 9.6 2 4 4 1
Manufacturing ___ 14,166 12.8 3.7 5.6 11.5 3.3 4.6 13.6 3.9 6.1
Transportation and public utilities 4,334 15.6 4.9 7 7 12.0 4.1 3.8 17.4 5.4 9.6
Wholesale and retail trade 9,499 9.7 3.1 4.4 9.4 2.7 3.4 10.0 3 5 5.6
Finance, insurance, and real estate 2,250 12.5 3.5 3.9 12.0 3.2 34 *15.9 *4 8 *7 0
Service and miscellaneous 9,763 10.7 4.3 4.5 8.8 3.6 3.8 13.6 5 3 5.6
Public administration 3,652 12.5 3 7 6.1 13.7 4 0 5.9 11.0 *3.2 6.3
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Female
All industries4 ___________________ 34,942 13.7 5.5 5.6 12.7 5.3 5.0 15.5 5.8 6.7
Manufacturing _ __ __ 6,131 15.7 5.3 7.0 12.2 4.8 5.3 18.0 5.6 8.0
Wholesale and retail trade __ _______ 7,679 12.1 5.2 5.4 11.5 5.2 4.8 13.4 5.4 6.7
Finance, insurance, and real estate _____ 2,621 11.8 5.1 5.3 11.8 5.3 5.4 *11.0 *0.6 *0.6
Service and miscellaneous _ _ _ ___ 14,302 13.9 5.6 5.1 13.4 5.3 4.7 14.6 6.0 5.8
Public administration ____ - -------- 1,781 15.2 6.7 8.0 15.3 6.6 8.0 *14.9 *7.7 *7.9
1 Data refer to persons 17 years of age and over.
3 Includes occupation not specified.
3 Includes blue collar, service, and farm workers. .
4 Includes industry not specified and industries in which less than 1.5 million persons were employed for which data are not shown separately. 
SOURCE: Division of Health Interview Statistics National Center for Health Statistics: Data from the Health Interview Survey.
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Total With natural teeth only
Number of persons in thousands
Total ___ 193,976 || 16,949 23,356 24,654 73,882 42,362 12,774 6,939
Percent needing specified care
Cleaning ___ 19.1 2.4 28.2 27.5 22.4 13.5 8.4 15.5
Gingivitis treatment 8.9 *0.1 1.9 13.4 13.8 6.9 3 5 6.4
Periodontal treatment 10.1 *0.2 *0.1 2.0 12 2 19 3 15 4 7ft ft
Decayed tooth repair 41.1 16.1 52.7 53.6 49.3 30.1 17.9 32.6
Extractions ___ 4.8 *0.8 *0.4 *0.6 5.8 8.4 9.8 18.1
Fixed bridges and/or partials 16.0 *_ *0.1 5.8 25.3 23.3 8.5 15.7
Denture or bridge repair 2.7 *_ *_ *0.0 1.9 6.7 7.7 3.8
Full denture construction . . . 6.6 *0.0 *0.1 4.2 15.6 24.8 19.9
NOTE: In the first three categories only, sample persons who had an indicated need for all three appear only in the 
periodontal treatment group. Those with an indicated need for cleaning and gingivitis treatment appear only in the gingivitis 
group. Those with an indicated need for cleaning only appear only in that group.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and 
Nutrition Examination Survey. 1
Table 64. Persons 1-74 years of age needing dental care, according to age and family income: United States, 1971-74 


















Percent of population needing dental care
Total' 64.1 16.6 63.5 67.5 72.7 67.5 61.0
Less than $5,000 _ __ 68.6 21.2 73.8 77.8 77.7 74.4 60.0
$5,000-19,999 _______ 69.4 19.2 71.0 77.5 79.2 72.9 61.4
$10,000-$14,999 62.2 13.6 62.2 61.5 71.3 66.2 65.7
$15,000 or more ___ 53.6 8.4 43.3 54.5 60.6 57.6 58.8
1 Includes unknown family income.
NOTE: See table 63 for base population.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and 
Nutrition Examination Survey.
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Table 65. Cases of selected diseases before and after general availability of immunization, according to disease: United
States, selected years 1940-76
(Data are based on reporting by State health departments)
Year
Disease
Rubella Measles Diphtheria Tetanus Pertussis Polio Mumps
Number of cases
1940 .  ___ ___ 291,162 15,536 ___ 183,866 9,804 ___
1945 ___ 146,013 '18,675 ‘•2560 '133,792 13,624 ___
1950 ...................... — 319,124 5,796 486 120,718 33,300 —
1955 . .  . — 555,156 1,984 462 62,786 '28,985 —
1960 ___________ _ 441,703 918 368 14,809 3,190 ___
1961 . . — 423,919 617 379 11,468 1,312 —
1962 ___________ — 481,530 444 322 17,749 910 —
1963 ___________ — '385,156 314 325 17,135 449 —
1964 .  .  . — 458,083 293 289 13,005 122 —
1965 ___________ — 261,904 164 300 6,799 72 —
1966 ___________ 46,975 204,136 209 235 7,717 113 —
1967 .  . 46,888 62,705 219 263 9,718 41 —
1S68 ___________ 49,371 22,231 260 178 4,810 53 '152,209
1969 '57,686 25,826 241 185 3,285 20 90,918
1970 • 56,552 47,351 435 148 4,249 33 , 104,953
1971 45,086 75,290 215 116 3,036 21 124)939
1972 ___________ 25,507 32,275 152 128 3,287 31 74,215.
1973 27,804 26,690 228 101 1,759 8 69,612
1974 11,917 22,094 272 101 2,402 7 59,128 '
1975 16,652 24,374 307 102 1,738 8 59,647
1976 _____  .  . . 12,491 41,126 128 75 1,010 14 38,492
1 Indicates year in which immunization became generally available.
2 1 947 was the first year tetanus was reported nationally; immunization became generally available in 1945.
SOURCE: Center for Disease Control: Reported morbidity and mortality in the United States, 1975 and 1976. Morbidity 
and Mortality Weekly Report 24(54) and 25(53). Public Health Service: Atlanta, Ga., Aug. 1976 and Aug. 1977; Communicable 
Disease Center: Reported incidence of notifiable diseases in the United States, 1960. Morbidity and Mortality Weekly Report 
9(53). Public Health Service, Atlanta, Ga., Oct. 1961; National Office of Vital Statistics: Reported incidence of selected 
notifiable diseases, United States, each division and State, 1920-50. Vital Statistics—Special Reports. Vol. 37, No. 9. Public 
Health Service. Atlanta, Ga., June 1953.
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250 Table 66. Notifiable disease rates, according to disease: United States, selected years 1950-76 
(Data are based on reporting by State health departments)
1950 1955 1960 1965 1970 1971 1972 1973 1974 1975 1976
Number of cases per 100,000 population
Amebiasis 3.02 2.04 1.90 1.43 1.42 1.33 1.06 1.07 1.30 1.30 1.35
Anthrax _ _ _ ______  _ ___  _ 0.03 0.02 0.01 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
Aseptic meningitis ______  _ ____ (') C) 0.89 1.20 3.18 2.51 2.23 2.33 1.53 2.10 1.64
Botulism _ _ _____  _____ 0.01 0.01 0.01 0.01 0.01 0.01 0.01 0.02 0.01 0.01 0.02
Brucellosis (undulant fe v e r)____  _____ 2.32 0.88 0.42 0.14 0.10 0.09 0.09 0 10 0.11 0.15 0.14
Chickenpox ______  ______ C) 0 C) Cl C) C) 87.34 97.68 72.20 72.38 96.06
Diphtheria 3.83 1.21 0.51 0.08 0.21 0.10 0.07 0.11 0.13 0.14 0.06
Encephalitis, primary „  _____  . |  0 7R 1 ?? 1 ^0 0.89 0.78 0.74 0.51 0.77 0.50 1.80 0.78
Encephalitis, postinfectious ______  _ 0.51 0.18 0.21 0.12 0.17 0.15 0.19 0.14
Heaptitis A _____  _ 23.15 17 49 27.87 28.90 25.97 24.18 19.54 16.82 15.51Hepatitis B _ ____  _ _ f ' ' 4.08 4.74 4.52 4.03 5.15 6.16 7.14
Hepatitis, unspecified _____  . Cl C) C) C) C) C) C) C) 3.95 3.36 3.57
Leprosy ______ _ ___ 0.03 0.05 0.03 0.05 0.06 0.06 0.06 0.07 0.06 0.08 0.07
Leptospirosis . . .  _____  _ . 0.02 0.01 0.03 0.04 0.02 0.03 0.02 0.03 0.03 0.04 0.03
M alaria________ . ___ 1.44 0.32 0.04 0.08 1.50 1.15 0.36 0.11 0.14 0.18 0.22
Measles (rubeola) _ . ____ 211.01 337.88 245.42 135.33 23.23 36.50 15.50 12.72 10.45 11.44 19.16
Meningococcal infections ____ 2.50 2.10 1.26 1.57 1.23 1.10 0.64 0.66 0.64 0.69 0.75
Mumps .  . __ C) C) C) C) 5.55 65.33 38.42 36.23 29.00 27.99 17.93
Pertussis (whooping cough) . __  _ 79.82 38.21 8.23 3 51 2.08 1.47 1.58 0.84 1 15 0.82 0.47
Poliomyelitis, total ___  . _ 17.64 1.77 0.04 0.02 0.01 0.01 0.00 0.00 0.00 0.01
Paralytic _______ . ___  _ _ | 7? m 8.43 1.40 0.03 0.02 0.01 0.01 0.00 0.00 0.00 0.01
Psittacosis _______ ___  _ 0.02 0.20 0.06 0.03 0.02 0.02 0.02 0.02 0.08 0.02 0.04
Rabies in man _______ _____  _ 0.01 0.00 0.00 0.00 0.00 0.00 0.00 0.00 - 0.00 0.00
Rheumatic fever, acute . ____ c> C) 5.01 2.58 2.45 2 16 2.01 1.92 1 79 2.01 1.32
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Rubella (German measles) _ _ (') (') (') (') 27.75 21.86 12.25 13.25 5.64 7.81 5.82
Rubella conqenital syndrome (') (') (') (') 0.04 0.03 0.02 0.02 0.02 0.01 0.01
Salmonellosis, excluding typhoid fever (') 3.32 3.85 8.87 10.84 10.63 10.64 11.35 10.40 10.61 10.74
Shigellosis __ ____  ____  _ 15.45 8.47 6.94 5.70 6.79 7.83 9.70 10.79 10.69 7.78 6.15
Tetanus ___  .  ____  _ ___ . 0.32 0.28 0.20 0.16 0.07 0.06 0.06 0.05 0.05 0.05 0.03
Trichinosis___  . .  ____ 0.22 0.16 0.09 0.10 0.05 0.05 0.04 0.05 0.06 0.09 0.05
Tuberculosis (newly reported active cases) 80.50 46.40 30.83 25.33 18.22 17.07 15.79 14.77 14.13 15.74 14.96
Tularemia __ _ _ 0.61 0.36 0.22 0.14 0.08 0.09 0.07 0.08 0.07 0.06 0.07
Typhoid fever 1.64 1.04 0.45 0.23 0.17 0.20 0.19 0.32 0.21 0.18 0.20
Typhus fever, flea-borne (murine) 0.45 0.08 0.04 0.01 0.01 0.01 0.01 0.02 0.01 0.02 0.03
Tvohus fever, tick-borne (Rockv Mountain spotted) 0.31 0.18 0.11 0.15 0.19 0.21 0.25 0.32 0.36 0.40 0.44
Venereal diseases (newly reported civilian cases):
Syphilis2 .  _____  _ .  .  .  _ 146.02 76.15 68.78 58.81 45.46 46.99 44.15 42.03 39.95 33.00 33.69
Primary and secondary____ _ __ 16.73 4.02 9.06 12.16 10.94 11.64 11.83 11.93 12.11 12.09 11.14
Early latent . .  _ ___ __ _ __ 39.71 12.48 10.11 9.10 8.11 9.50 10.07 11.33 11.98 12.57 11.91
Late and late latent _ _ _ _ 76.22 53.83 45.91 35.09 25.05 24.47 21.05 17.81 15.19 12.81 10.29
Congenital _____  _ __ _ _ 8.97 3.33 2.48 1.86 0.97 1.00 0.85 0.73 0.54 0.43 0.29
Gonorrhea _ __ __ __ ___ __ _ _ _ 192.45 146.96 145.33 169.36 298.52 328.11 371.62 404.92 432.12 472.91 470.47
Chancroid _ __ ___ _ 3.34 1.65 0.94 0.51 0.70 0.65 0.68 0.56 0.45 0.33 0.29
Granuloma inguinale __ _ _ ____  _ 1.19 0.30 0.17 0.08 0.06 0.04 0.04 0.03 0.02 0.03 0.03
Lymphogranuloma venereum ___ _ _ _ _ 0.95 0.47 0.47 0.46 0.30 0.34 0.37 0.20 0.19 0.17 0.17
1 Not reported nationally.
2 Includes stage of syphilis not stated.
NOTE: Rates greater than 0 but less than 0.005 are shown as 0.00. The total resident population was used to calculate all rates except venereal diseases, for 
which the civilian resident population was used.
SOURCES: Center for Disease Control: Reported morbidity and mortality in the United States, 1976. Morbidity and Mortality Weekly Report 25(53). Public 
Health Service, Atlanta, Ga„ Aug. 1977; National Center for Health Statistics: Data computed by the Division of Analysis from data compiled by the Center for 
Disease Control; Venereal Disease Control Division, Center for Disease Control: Selected data.
252 T a b le  67 . P ro v is io n a l a g e -a d ju s te d  in c id e n c e  an d  d e a th  ra tes , a c c o rd in g  to  s e le c te d  c a n c e r s ites  an d  sex: C a n c e r S u rv e illa n c e , E p id e m io lo g y , a n d  E nd ResultsR e p o rtin g  (S E ER ) P ro g ra m  lo ca litie s , 1 9 7 3 -7 6 '






Cancer site and sex All SEER 








Number per 100,000 population
Incidence
Both sexes . 324.4 336 1 316 3 304 0 327 8 283 7 277.8 349.9 287.9 358.0
Male __ _ _____ 368 1 389.7 365 9 346 7 423 4 298.6 313.4 394 1 312.4 392.0
Female _ __ __ ___ 300 0 307 2 285 5 279.7 268.6 273.5 256 6 329.2 269.4 345.5
Deaths
Both sexes _ ___ 165 8 167 7 173 8 178 4 156 8 200.4 152.0 122.6 168.5 142.3 173.9
Male . __ _ 211 1 212.0 223 3 230 7 200.5 273.0 173.4 151 5 211.0 171.4 215.7
Female _ . _ 133 9 136.8 141 7 140 9 1258 152 6 134.1 101.6 139.8 115.6 147.0
BREAST CANCER
Incidence
Both sexes 46 3 50 3 44 0 44.1 41 1 37 8 40.3 49.8 34.2 52.7
Female _ ___ 84.9 90 6 80 4 80 5 71 9 71 4 75.1 92.3 69.3 96.4
Deaths
Both sexes _ 15.0 15.3 17 5 15.8 144 16 1 11.4 11.9 16.1 7.6 16.4
Female _ 26 9 27 7 31 0 28 7 26 0 28 1 21 6 22.0 29.3 15.6 29.5
LUNG CANCER
Incidence
Both sexes 45.2 44 6 48 1 39 9 61.4 37.0 23.8 49.0 39.0 51.2
Male ___ _ _ 76 1 77 4 82.6 72 6 110.3 56.0 42.3 79 5 55.6 81.2
Female _ . . .  _ _ 21.1 20.8 20 8 14 1 26.1 20.3 8.6 25.3 22.9 28.8
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2 Includes Atlanta for which only 1976 data are available.
3 Data are for 1974-76.
4 Excludes rectal cancer.
NOTE: The incidence (newly diagnosed cases) rates and death rates have been age adjusted by the direct method, using as the standard population the age 
distribution of the population of the United States as enumerated in 1970.
SOURCE: Biometry Branch, National Cancer Institute: Data from the Cancer Surveillance, Epidemiology, and End Results Reporting Program.
T a b le  68 . P ro v is io n a l 3 -y e a r  re la tiv e  s u rv iv a l ra tes  fo r  w h ite  p e o p le , a c c o rd in g  to  s e le c te d  c a n ce r s ites  a n d  sex: C an cer
S u rv e illa n c e , E p id e m io lo g y , an d  End R esu lts  (S E E R ) P ro g ra m  lo ca lities , 1973










Breast Percent surviving 3 years
Both sexes . 78 79 77 79 82 78
Female____________ _ 78 79 77 79 82 78
Lung
Both sexes _ 12 13 10 13 10 13
M a le _______ 11 13 9 13 8 11
Female _ _____ _ 16 15 14 13 19 18
Colon
Both sexes _____ 49 53 48 46 53 42
Male 47 53 43 46 55 43
Female _ 50 54 53 46 51 41
Prostate
M a le ___ ______ 68 66 62 67 76 72
SOURCE: Biometry Branch, National Cancer Institute1 Data from the Cancer Surveillance, Epidemiology, and End 
Results Program.
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T a b le  6 9 . T u b e rc u lo s is  ca se  ra te s , a c c o rd in g  to  s e le c te d  c h a ra c te ris tic s : U n ite d  S ta te s , s e le c te d  y e a rs  1 9 6 0 -7 6
(Data are based on reporting by State health departments)
Selected characteristic
Year
1960 1965 1970 1972 1974 19761
Cases per 100,000 resident population
Total _____ 30.8 25.3 18.3 15.8 14.2 15.0
Color and sex
White _ _ 24.4 18.6 12.4 10.8 9.7 9.9
Male _ _______ ____ _ 33.6 25.6 17.4 14.9 13.1 13.4
Female .  __ 15.5 11.8 7.7 6.8 6.4 6.5
All other .  .  __ _ 80.6 74.9 59.0 50.3 45.1 48.0
M a le ___  .  .  . . . 102.6 94.7 78.2 67.6 61.2 64.2
Female _________ . . . 59.6 56.4 40.9 34.0 30.3 33.3
Age
Under 5 years _________ 10.8 13.4 8.8 8.0 7.5 6.5
5-14 years 6.1 8.0 4.4 3.1 2.6 2.1
15-24 years 20.5 15.0 9.4 7.6 6.3 6.0
25-44 years 36.8 29.0 20.7 17.4 15.4 15.4
45-64 years 51.1 40.3 31.1 26.5 23.6 25.2
65 years and over __ ._ 62.9 51.5 37.8 35.4 32.5 36.8
Size of city
500,000 or more 45.4 34.1 29.9 25.7 28.3
250,000-500,000 _ 31.5 27.1 24.0 21.3 24.5
100,000-250,000 _ 28.8 22.7 18.3 16.1 17.8
Less than 100,000 . . . . 19.4 13.5 11.7 10.7 11.2
1 Case data subsequent to 1974 are not comparable to prior years because of changes in reporting criteria (reactivations 
were counted as new cases in 1975) which became effective in 1975.
SOURCE: Center for Disease Control: Reported Tuberculosis Data, 1962. Public Health Service. Atlanta, Ga., 1963; 
Tuberculosis in the United States, 1974. DHEW Pub. No. (CDC)76-8322, Public Health Service. Atlanta, Ga., 1976; Tuberculosis 
Control Division: Personal communication, 1978.
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T a b le  70 . G o n o rrh e a  ra tes , a c c o rd in g  to  sex a n d  a g e : U n ite d  S ta te s , s e le c te d  y e a rs  1 9 5 6 -7 6
(Data are based on reporting by State health departments)
Sex and age
Year
1956 1960 1972 1973 1974 1975 1976
Cases per 100,000 civilian population
Both sexes, all ages ___ 135.7 145.3 371.6 404.9 428.7 472.9 470.5
Under 15 years __ 7.1 8.7 17.6 19.4 21.1 23.2 22.6
15-19 years __ _ 415.7 412.7 1,035.4 1,1550 1,216.5 1,292.2 1,253.6
20-24 years _ 781.8 859.2 1,813.5 1,918.2 1,984.0 2,128.3 2,070.6
25-29 years . 434.2 485.5 921.6 1,000.9 1,041.2 1,162.6 1,136.7
30-39 years . . 171.5 192.1 347.2 354 8 365.6 409.2 414.2
40-49 years . . .  _ _ 41.9 52.1 84.6 89.5 93.5 105.1 109.6
50 years and over 7.5 8.6 12.9 14 9 153 17 6 17 8
Male, all ages __ 192.4 210.2 506.1 507.2 527.7 581.3 579.9
Under 15 years _ _ 2.9 5.4 10.3 10.3 11.0 10.9 11.1
15-19 years ___ 462.9 480.9 1,075.6 1,075.2 1,089.7 1,121.5 1,061.5
20-24 years . . . 1,255.8 1,354.4 2,593.0 2,479.4 2,496.2 2,659.8 2,574.1
25-29 years ______ 692.6 779.1 1,416.2 1,461.6 1,511.6 1,674.7 1,635.7
30-39 years .  _ ___ 277.4 313.0 560.8 546.2 564.3 635.0 653.4
40-49 years ____ 63.7 83.6 141.9 145.2 150.2 171.6 181.8
50 years and over ... _ 11.3 14.2 22.4 25.9 25.7 30.3 31.9
Female, all ages _____  . 81.7 83.6 246.0 309.4 336.2 371.6 368.2
Under 15 years _ 11.5 12.1 25.1 28.9 31.6 35.9 34.6
15-19 years __ 372.0 347.1 995.0 1,234.5 1,342.9 1,462.4 1,445.8
20-24 years . 406.8 443.7 1,110.5 1,406.7 1,511.2 1,631.4 1,596.4 .
25-29 years _. _ 198.6 217.8 456.0 565.8 595.7 676.1 661.7
30-39 years . .  . 73.7 80.3 148.1 176.5 180.3 198.3 190.2
40-49 years ._ 21.1 22 2 31.1 37.3 40.3 42.4 41.6
50 years and over ____ 4.0 3.6 5.1 5.9 6.8 7.4 6.5
NOTE: Cases not reported by age have been included on the basis of the known age distribution. Rates for 1956 
exclude Alaska and Hawaii.
SOURCE: Center for Disease Control: VD Fact Sheet, 1975. 32 ed. DHEW Pub. No. (CDC) 76-8195. Public Health Service. 
Atlanta, Ga., 1976; Reported Morbidity and Mortality in the United States, 1976. Annual Summary 1976. DHEW Pub. No. 
(CDC) 77-8241. Public Health Service. Washington. U.S. Government Printing Office, Aug. 1977.
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T a b le  7 1 . In fa n ts  w e ig h in g  2 ,5 0 0  g ra m s  o r  less a t b irth , a c c o rd in g  to  m a r ita l s ta tu s , ra c e , e d u c a tio n a l a t ta in m e n t , a n d  a g e  o f
m o th e r : U n ite d  S ta te s , re p o rt in g  a re a s  o n ly , 1 9 7 6
(D a ta  a re  b a s e d  o n  th e  n a tio n a l v ita l re g is tra tio n  s y s te m )
Y e a rs  o f  sc h o o l c o m p le te d  an d  
a g e  o f  m o th e r
A ll b irth s B irths  to  m a rr ie d  w o m e n B irth s  to  u n m a rr ie d  ■ 
w o m e n
A ll
ra c e s '
W h ite B lack
A ll
ra c e s '
W h ite B lack
A ll
ra c e s 1
W h ite B lack
A ll y e a rs  o f  s c h o o l2 P e rc e n t o f  in fa n ts  w e ig h in g  2 ,5 0 0  g ra m s  o r  le.ss a t  b irth
A ll a g e s  - -  -  ---------------------  --------------- 7 .3 6.1 13 .0 6 .4 5 .8 11.1 12 .7 9 .8 14 .8
U n d e r  1 5 y e a rs  ________ .  .  ____ 15 .0 12.1 16 .9 13 .9 13 .7 20 .2 15 .2 11 .4 16 .8
1 5 -1 7  y e a r s __________ __________ _____________ 11 .2 9.1 15.1 9 .3 8 .8 14 .4 12 .9 9 .7 1 5 .2
18  y e a rs  ___________ _________________  . . 9 .8 8 .0 14 .5 8 .2 7 .6 13 .7 12 .5 9 .6 14 .8
19  y e a rs  ____________  _____________________ 8 .9 7 .2 13 .9 7 .4 6 .7 12 .7 12 .6 10 .0 1 4 .5
2 0 - 2 4  y e a r s ________ ____________ ________  _ 7 .2 6 .0 12 .7 6 .3 5 .8 11.1 12 .5 9 .6 14 .5
2 5 - 2 9  y e a r s ______ ________ _______ 6 .0 5.2 11 .3 5 .6 5 .2 10 .3 12 .0 9 .5 13 .9
3 0 - 3 4  y e a rs  _ __________________  . . . 6 .4 5 .7 11 .6 6.1 5 .6 10 .6 13 .2 11 .2 1 4 .8
3 5 - 3 9  y e a r s ___________________________ ____ 8 .0 7 .0 13.1 7 .5 6 .9 11 .9 1 4 .5 11 .9 1 6 .6
4 0  y e a rs  a n d  o v e r __________________ ________ 9.3 8 .4 12 .6 8 .8 8 .2 11 .9 13 .9 12 .8 1 4 .8
Less th a n  9 y e a rs  o f schoo l
A ll a g e s  _____________________  ______ 10 .0 8 .6 15.1 8 .7 8 .2 13 .0 13 .6 1 0 .8 16.4-
U n d e r  15 y e a r s ______________________  _______ 14 .7 11 .8 16 .8 14 .6 13 .8 2 8 .3 14 .8 io ;9 ' 16 .6
1 5 -1 7  y e a rs  ___________ _____________________ 12 .2 10 .5 16 .5 10 .4 10 .0 15 .4 14.1 11 .5 1 6 .6
18  y e a rs  _ _________ . . .  __________  _____ 11.1 9 .8 16.1 10.1 9 .5 1 4 .6 1 3 .4 10 .9 16 .8
19  y e a rs  _____ . . .  . . .  . . . ______. . . ______ 10 .8 9 .4 17 .3 9 .4 8 .9 14 .9 14 .6 11 .4 1 8 .7
2 0 - 2 4  y e a rs  . .  _ . . . _________ ___________ 9 .4 8 .4 14 .6 8 .6 8.1 13 .8 12 .8 10 .8 • 1 5 .2
2 5 -2 9  y e a rs  . . .  _ . . .  ___________  _ ____ 8 .2 7 .2 13 .5 7 .4 7 .0 11 .7 12 .3 9 .3 15.9,'
3 0 - 3 4  y e a r s _____ . . . __________ _____________ 8 .8 7 .5 13 .9 8 .0 7 .3 12 .3 12 .9 9 .3 1 6 .5
3 5 -3 9  y e a rs  . .  ____________  _________  .  . 10 .0 8 .9 13 .5 9 .2 8 .6 11 .9 14 .4 11 .9 16 .8
4 0  y e a rs  a n d  o v e r ____________  ______________ 9 .9 9 .0 13 .0 9 .4 8 .8 13 .2 12 .7 11 .4 , 12 .9
9 -1 1  y e a rs  o f schoo l
A ll ag es  _______________________________ 10 .0 8 .3 14 .4 8 .6 7 .9 12 .7 13 .2 10 .3 13 .4
U n d e r  15 y e a rs  _____________________ ________ 14 .8 12.1 16.1 10 .8 12.1 6 .9 15 .3 . 12.1 1 6 .4
1 5 -1 7  y e a r s _____________________________  . 11.1 9 .0 14 .9 9.2 8 .8 14 .4 12 .7 9 .5 1 5 .0 '
18 y e a rs  _____________________________  ______ 10 .4 8 .5 15 .5 8 .7 8 .0 14 .7 13 .3 ,-1 0 .3 1 5 .9 '
19 y e a rs  __ _______________________  _ _ 9 .9 8 .2 15 .3 8 .3 7 .5 1 4 .4 13 .7 ' 11 .3 ' 15 .7
2 0 -^ 2 4 y e a r s __________________  . .  . . 9 .4 7 .8 14 .3 8.1 7 .4 12 .4 13 .7 1 0 .6 15 .8
2 5 -2 9  y e a rs  _____  __________________________ 9.2 7 .9 13.1 8 .3 7 .6 12 .0 13 .3 11 .2 14 .7
3 0 —3 4  y e a r s __________________ ______________ 9.7 8 .5 13 .0 8 .9 8 .3 11 .5 14.1 11 .3 15 .8
3 5 - 3 9  y e a rs 10 .9 9 .9 13 .0 10.1 9 .6 11 .6 15 .3 14 .0 1 6 .1 ,
4 0  y e a rs  a n d  o v e r ________________  . . . . . . 11 .9 11 .0 13 .2 11.1 10 .3 12 .4 1 6 .5 19 .6 15 .2
12 o r  m o re  y e a rs  o f sc h o o l
AM a g e s  _____ __ _____________________ 6 .2 5 .4 11 .6 5 .7 5 .2 10 .3 1 1 .6 8 .9 13 .5
U n d e r  15 y e a r s ______________________________ _ _ _ _ _ — — _
1 5 -1 7  y e a r s ___________  _________________  . . 9 .8 7 .5 14.1 717 7 .2 12 .9 1 2 .2 8 .3 1 4 .4
18 y e a rs  . .  ___________  _____ __ .  .  ._ 8 .9 7 .2 13.2 7 .5 6 .9 12 .7 11 .3 8 .4 13 .3
1 9 y e a rs  ____  .  . . .  __________ __ ._ 7 .9 6 .4 12 .7 6 .7 6 .0 11 .6 11 .5 8 .9 13 .3
2 0 ^ 2 4  y e a r s __________________________________ 6 .4 5.4 11 .8 5 .8 5 .3 10 .5 11 .7 8 .8 13 .6
2 5 - 2 9  y e a r s __________________________________ 5 .5 4 .9 10 .4 5 .3 4 .9 9 .7 11 .2 8 .8 12 .9
3 0 - 3 4  y e a r s __________________________________ 5.8 5.2 10 .6 5 .6 5.1 9 .9 12 .8 12 .0 1 3 .5
3 5 - 3 9  y e a r s ___________  ___________  _ 7 .0 6 .2 12 .7 6 .7 6 .2 11 .6 1 4 .0 10 .3 1 7 .5  '
4 0  y e a rs  a n d  o v e r ____________________________ 8 .2 7 .5 11 .4 8 .0 7 .5  . 10 .6 12.1 8 .7 1 4 .9
1 In c lu d e s  all o th e r  races, n o t s h o w n  s e p a ra te ly . '
2 In c lu d e s  lev e l o f  e d u c a tio n  n o t s p e c if ie d . ,
N O T E : In 19 76 , e d u c a tio n  o f  m o th e r  a n d  m a r ita l s ta tu s  o f  m o th e r  w e r e  re p o rte d  fo r  1 ,8 1 8 ,7 4 4  b irth s  b y  3 5  S ta te s  a n d  
th e  D is tric t o f  C o lu m b ia . ' -
S O U R C E : D iv is io n  o f V ita l S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta t is tic s : 'S e le c te d  d a ta . ■
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258 T a b le  72 . In fa n ts  w e ig h in g  2 ,5 0 0  g ra m s  o r less at b irth , a c c o rd in g  to  e d u c a tio n a l a t ta in m e n t, race, an d  a g e  o f m o th e r  an d  m o n th  o f p re g n a n c y  d u rin g  w h ic h
p re n a ta l ca re  b e g a n : U n ite d  S ta te s , re p o rtin g  a reas  o n ly , 19 7 6
(D a ta  a re  b a sed  o n  th e  n a tio n a l v ita l re g is tra tio n  sy s tem )
Race, a g e , and  m o n th  
p re n a ta l ca re  b e g a n
Y e a rs  o f schoo l c o m p le te d
T o ta l ' Less th a n  
9 9 -1 1 12 1 3 -1 5
16
o r m o re
T o ta l2 P ercen t o f in fa n ts  w e ig h in g  2 ,5 0 0  g ra m s  o r less a t b irth
A ll a g e s 3 7 .4 9 .9 10.2 6 .8 5.9 4 .9
1st o r 2 n d  m o n th 6 .4 8 .6 9.2 6.1 5 5 4  9
3 rd  m o n th 6 .9 9.7 9 .5 6 .5 5 6 4  5
4 th -6 th  m o n th 8 .7 9.7 10.4 7 .8 6  9 5 4
7 th -9 th  m o n th 8 .6 9 .3 9.8 7 .6 7 0 5 3
N o  p re n a ta l ca re 2 3 .0 2 2 .0 24 .2 21 9 20 .6 21.1
W h ite
A ll a g e s 3 6 .2 8  6 8 .4 5.8 5.1 4 .5
1st o r 2 n d  m o n th 5.6 7 7 7 .8 5 .4 4 .9 4 .6
3rd  m o n th 5.9 8 .6 7.9 5 .6 4 .9 4 .0
4 th -6 th  m o n th 7.1 8 2 8 .6 6 .4 5.7 4 .8
7 th -9 th  m o n th 7 1 8 3 8.1 6 .3 5.6 4.1
N o  p re n a ta l ca re  _ 19 2 19.2 20 .8 18 .0 14.7 17.8
2 0 -2 9  y e a rs 3. 5 7 7 .6 7 9 5.5 5.0 4 .5
1st o r  2n d  m o n th  _______  _ 5.3 7 1 7 4 5.3 4.8 4 .6
3 rd  m o n th 5 4 7.7 7.4 5 .4 4 .8 4 .0
4 th -6 th  m o n th 6 .5 7.2 8 .4 6 .2 5.5 4.8
7 th -9 th  m o n th 6.7 7 4 8.2 6.1 5 3 3 .6
N o  p re n a ta l ca re 16 .4 16.2 17.0 16 .3 13.7 18.0
3 0 -3 9  y e a r s 1_________________ 6  1 8 .0 9.2 6 .3 5.5 4 .6
1st o r 2 n d  m o n th 5.7 7 .3 8 .8 6.1 5.3 4 .6
3 rd  m o n th  ____ 5.7 7 7 8 4 6 .0 5.2 4 .0
4 th -6 th  m o n th 7 .0 7 .6 9.5 6 .8 6.1 4 .8
7 th -9 th  m o n th 7.1 7 .4 8 .9 6 .5 6 .4 5.2
N o  p re n a ta l ca re  . 18 .0 16.2 21.1 17 .4 15.2 17.9
259
Black
A ll a g e s 3 _ _ _ _ _ _ _ _ _ 13.1 14 .8 14.7 12 .0 11 .3 9.5
1st o r 2 n d  m o n th  ___ ____ 11 .9 13.1 14.1 11.3 10 .9 8 .8
3 rd  m o n th  _____ ____  __ 12 .6 14 .3 14.1 11.7 10 .8 10 .4
4 th -6 th  m o n th  _____  _ __ 12 .8 14.2 13 .9 11 .9 11 .0 9.1
7 th -9 th  m o n th  _________ _ 12.2 13 .0 13 .4 10.8 10.2 11.1
N o  p re n a ta l c a r e __________ 28 .6 3 1 .4 28 .7 26 .7 28 .6 32 .3
2 0 -2 9  y e a rs 3 ____ 12 .3 13.7 14.1 11.7 11.1 9.3
1st o r 2 n d  m o n th  _____ __ 11.4 12.1 13 .6 11.1 10.7 8.7
3 rd  m o n th  ___________ 11 .7 14.2 13.2 11.2 10 .4 10.3
4 th -6 th  m o n th  _ __________ 12.2 12 .6 13 .5 11.6 11.2 8 .6
7 th -9 th  m o n th  _____________ 11 .4 11 .9 13 .0 10.5 9.6 11.6
N o  p re n a ta l ca re  ___________ 26 .7 31 .7 26.1 24 .6 29 .8 32 .5
3 0 -3 9  y e a rs 3 ___ _ 12.1 13 .0 13.4 11.6 11 .0 9 .9
1st o r 2 n d  m o n th  __ 10.6 11.2 12.3 10.0 11.2 9.2
3rd  m o n th  ____  _______ 11.8 12 .6 11.8 12.2 10 .2 10.5
4 th -6 th  m o n th  ______ 12.2 13 .6 13 .6 11.7 9.3 9.7
7 th -9 th  m o n th  ____  _ 11 .6 11 .0 12 .8 10.1 13.7 9 .4
N o  p re n a ta l ca re  __ __________ 2 8 .4 24 .7 26 .7 30.1 3 2 .4 33 .3
1 In c lu d es  b irth s  fo r  w h o m  e d u c a tio n  o f  m o th e r  w a s  n o t s ta ted .
1 In c lu d es  all o th e r  races n o t s h o w n  s e p a ra te ly .
3 In c lu d es  b irth s  fo r  w h o m  m o n th  p re n a ta l c a re  b e g a n  w a s  n o t s ta te d .
N O T E : In 1 9 7 6 , m o n th  p re n a ta l ca re  b e g a n  an d  e d u c a tio n  o f m o th e r  w e re  re p o rte d  fo r  2 ,2 5 4 ,2 7 5  b irth s  b y  41 S ta te s  an d  th e  D is tric t o f  C o lu m b ia . 
S O U R C E : D iv is io n  o f  V ita l S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : S e le c te d  data .
SECTION II
Utilization of Health Resources3
A. Ambulatory Care
While the num ber o f physicians per 10,000 
popu la tion  has increased  d u rin g  the  past 
several years, the overall num ber o f am bula­
tory physician visits per person per year has 
been fairly stable at about 5 visits.
T he  physician visit rate for white people 
has also rem ained stable du ring  the 1970’s, 
whereas the rate for people in the all o ther 
color g ro u p  has been  increasing . D uring  
1975-76, the overall visit ra te  for white peo­
ple was 9 percent h igher than  the visit rate 
for all others. However, white people 25-44 
years o f age reported  9 percent fewer visits 
per person per year, and  those 45-64 years 
o f  age reported  6 percent fewer visits per 
person per year than  all others.
Physician visit rates tend to be h igher fo r 
older people than  for younger ones, reflect­
ing the increased frequency, complexity, and 
chronicity o f conditions associated with aging. 
D uring 1975-76, children u n d e r 18 years o f 
age averaged 4.1 visits per person per year, 
while people 65 years o f age and  over aver­
aged 6.7 visits per person per year.
D uring the 1960’s, individuals in families 
with h igher incomes averaged m ore physician 
visits p e r  p e rso n  p e r year th a n  those in
a P re p ared  by Jo se p h  G fro e re r  an d  Cecilia A. 
Y oung , D ivision o f  A nalysis, N a tio n a l C e n te r  fo r  
H ealth  Statistics.
N O TE: Unless otherw ise noted, data  are from  
the ongoing  data-collection systems o f  the  N ational 
C enter fo r H ealth  Statistics. In  m any instances the data 
have been published in the Vital and Health Statistics 
series.
families with lower incomes. However, since 
1970, this trend  has reversed. D uring  1975­
76, people in low-income families (less than  
$5,000 per year) repo rted  6.0 visits per p e r­
son per year com pared  with 4.9 visits r e ­
ported  by persons in high-incom e families 
($15,000 o r m ore per year). This h igher use 
o f physician services am ong the poo r may 
reflect a g reater need fo r services because o f 
deficient health  resulting from  environm en­
tal factors, past inequities in receiving health 
care, and  reluctance to obtain medical serv* 
ices because o f the  expense involved. For 
exam ple, du rin g  1976, people in  low-income 
families rep o rted  32.5 days o f  restricted  activ­
ity per person p e r year com pared with 12.8, 
days repo rted  by people in high-incom e fam ­
ilies. Medicaid and  M edicare have perm itted  
the use o f  physicians’ services by individuals 
with low incom es to becom e m ore  nearly  
consonant with the severity o f the ir health  
problems.
People who assessed their health  to be fair 
o r poor had  a physician visit ra te  almost 3 
times the rate fo r those who assessed the ir 
health to be excellent o r good, 10.9 visits per 
person per year com pared with 4.2 visits.
Disabling illness, low income, and a lack o f 
private health  insurance coverage ten d  to 
occur toge ther. M ost individuals receiving 
Social Security disability benefits have their 
medical care expenses covered u n d e r M edi­
care; and individuals receiving Supplem en­
tary Security Incom e paym ents have th e ir  
expenses covered u n d e r Medicaid, bu t many 
disabled individuals have no th ird -party  cov­
erage for the ir expenses. Private health  in su r­
ance fo r people u n d e r  65 years o f  age is
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generally obtained through the regular em ­
ploym ent o f  a family m em ber, but many 
individuals who suffer from  disabling condi­
tions are unable to hold steady jobs that 
would enable them  to obtain health in su r­
ance. Such individuals are also frequently  
limited to the relatively low incomes provided 
by public disability program s.
In 1975, the prevalence o f activity limita­
tion was greater am ong individuals without 
private health insurance than am ong those 
with some coverage. Because o f the high 
prevalence o f ill health am ong the non-in­
sured. they used appreciably more hospital 
care than those with insurance and, at certain 
ages, they averaged more visits with physi­
cians.
Health insurance reim bursem ents for am ­
bulatory care are generally paid on a fee-for- 
service basis. Payments for a particular pa­
tient directly reflect the visits and the diag­
nostic and therapeutic procedures received 
by that patient. However, a small segment of 
the population has its care covered under an 
a lte rn a tiv e  in su ra n c e  schem e, a p re p a id  
group practice plan. In 1975, there were only 
6 million people under 65 years o f age, or 3 
percent o f the population, with such cover­
age.
T h e  p rep a id  g ro u p  practice provides a 
wide variety o f services for an annual per 
capita prem ium . Generally, the out-of-pocket 
paym ent a patient can expect to make for 
care under a fee-for-service arrangem ent is 
g reater than the out-of-pocket paym ent u n ­
der a p repaid  group  plan since the latter 
typically provides com prehensive coverage 
with little o r no d irec t p a tien t paym ents. 
Furtherm ore, incentives for keeping in-hos­
p ita l ca re  to a m in im um  a re  g en era lly  
stronger for physicians w orking under the 
prepaid  g roup  plan arrangem en t than for 
physicians working on a fee-for-service basis.
U nder H ealth M aintenance Organization 
legislation, the Federal G overnm ent has been 
actively prom oting the growth o f m em ber­
ship in prepaid group plans. T herefore , the 
use o f m edical services by subscribers to 
p rep a id  g ro u p  p lans is o f  in te re s t, even 
though there is a relatively small segment of 
the population w'ith that type of coverage at 
present.
In 1975, subscribers to p rep a id  g ro u p  
plans had appreciably more am bulatory phy­
sician contacts but few'er days in the hospital 
than individuals with o ther forms o f cover­
age. However, prepaid group plan m em ber­
ships are considerably m ore concentrated in 
m etropo litan  areas and in the West than 
mem berships in o ther private health insur­
ance plans. Since the use o f  am bulato ry  
services tends to be above average in m etro­
politan areas, and the use o f hospital services 
tends to be below' average in the West, the 
distinctive pattern  o f service use in prepaid 
group plans may in part reflect these geo­
graphic factors. N evertheless, the national 
statistics on the use of services are congruent 
with o ther research findings indicating that, 
within a given community, there is a greater 
tendency for prepaid group plan members to 
substitu te am bulatory  care for in-hospital 
care than  for people with o th e r types of 
coverage. T he relative absence o f financial 
barriers for the subscriber to use am bulatory 
services and the incentives to the physician to 
employ am bulatory services rather than in­
hospital services undoubtedly contribute to 
the differentials.
Physician visit rates, by place o f residence, 
varied across the United States, with a range 
from  5.7 visits per person per year in the 
West to 4.7 visits in the N orth Gentral and 
South in 1975-76. People living outside of 
m etropo litan  areas m ade few er visits per 
person per year than those living in m etro­
politan areas. This may be a reflection of the 
greater concentration and availability o f prac­
ticing physicians in m etropolitan areas.
Physician visits are made in a num ber of 
settings including private offices, hospital 
outpatient clinics or emergency rooms, and 
various types o f freestanding clinics. Almost 
70 percent o f the population in 1974 received 
care in these settings with 63 percent o f the 
population contacting a physician in his or 
her private office. People in high-incom e 
families were m ore likely to use only the 
doctor’s office than those in low-income fam ­
ilies. T he reverse was true for all o ther places 
o f care. Gontact with all o ther settings was 
m ore com mon am ong people in low-income 
families. White people were more likely to 
use the doctor’s office only or in combination
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with the hospital ou tpatient departm en t than 
all o ther people. Conversely, all o ther people 
were m ore likely than white people to use 
only the hospital ou tpatient departm ent.
Two socioeconomic factors associated with 
levels o f utilization by place o f care are family 
income and race. People in each age group 
with low family incomes reported  m ore visits 
to the hospital ou tpatient clinic or em ergency 
room  than those with high family incomes 
d u rin g  1975-76. C onversely, peop le with 
high family incomes generally reported  m ore 
visits to the doctor’s office and  m ore tele­
phone contacts than those with low family 
incomes. White people also reported  m ore 
visits to the doctor’s office and m ore tele­
phone contacts than all o ther people, while 
all o ther people reported  m ore visits than 
white people to the hospital ou tpatient clinic 
or em ergency room.
T he levels o f utilization o f medical services 
are sometimes used as a proxy m easure o f 
health  status. H owever, the use o f health  
services may only ind icate accessibility o f 
services, no t actual health status or need for 
medical care, since im proved accessibility to 
care  ten d s  to re su lt in in c reased  use o f  
services.
In  ad d itio n  to th e  physician  visit d a ta  
collected th rough  the national H ealth In te r­
view Survey, the National C enter for H ealth 
Statistics collects detailed data on visits to 
physicians in the ir private office practices 
th rough  the N ational A m bulatory Medical 
Care Survey. Both surveys rep o rted  about 
th ree office visits per person per year during  
1975-76. Office visits per person per year 
generally increased with age. However, the 
num ber o f  visits per person per year was 
h igher for females than for males, for white 
people than for all others, and for people in 
m etropolitan areas than for those in nonm et­
ropolitan areas.
Overall, physicians rep o rte d  m edical or 
special exams as the most com mon principal 
reason fo r office visits in 1975-76. Acute 
up p er respiratory infection, except influenza, 
was the leading principal disease diagnosis 
for both males and females. This condition 
was most often diagnosed in children under 
15 years o f age. For males, heart disease was 
the next most common disease diagnosis; for
females, it was hypertension . For both  ol 
these diseases, there  was a sharp  increase in 
the num ber o f office visits per person per 
year between people 25-44 years o f age and 
those 45-64 years o f age, and  the num ber o f 
visits per person per year continued to rise 
for people 65 years o f  age and  over.
Prim ary care physicians provided the m a­
jority  o f office-based am bulatory care; gen­
eral and family physicians alone accounted 
for 2 out o f every 5 visits.
Visits to specialists varied by the location o f 
practice. Sixty-two percent o f the office visits 
in nonm etropo litan  areas w ere to general 
and family practitioners com pared with 32 
percent in m etropolitan areas. T h e  ratios o f 
general and family practitioner visits to in­
ternist visits for hypertension and h eart dis­
ease were 1.5 and 0.9, respectively, in m etro­
politan areas com pared  with 6.3 and  3.3, 
respectively, in nonm etropolitan areas. T he 
ratio o f  general and  family practitioner visits 
to obstetrician  and  gynecologist visits fo r 
prenatal care was 0.2 in m etropolitan areas 
com pared with 0.9 in nonm etropolitan  areas.
T he average office-based physician dealt 
chiefly w ith pa tien ts  w ho h ad  b een  seen 
before; new patient visits accounted fo r only 
15 p e rce n t o f  th e  visits d u rin g  1975-76. 
Similarly, the average office-based physician 
dealt chiefly with problem s fo r which the 
p a tien t h ad  already  been trea ted . Slightly 
m ore o f the visits in m etropolitan areas were 
fo r  “o ld ” p rob lem s (63 p ercen t) th a n  in 
nonm etropolitan areas (59 percent). Many o f 
the “old” problem s were chronic conditions 
such as hypertension, heart disease, diabetes 
mellitus, hay fever, and m alignant neoplasms.
T h e  la rg est p ro p o rtio n  o f  office visits, 
about 49 percent in 1975-76, received “not 
serious” evaluations from  physicians, which 
may reflect the substantial num ber o f visits 
fo r p reven tive  care , ro u tin e  m ain tenance 
care, and  care fo r self-lim iting conditions 
such as prenatal care, eye exam inations, and 
treatm ent for the com m on cold.
D rug therapy was the most frequen t form  
o f therapy provided in office-based practice; 
about 44 p e rcen t o f  all visits in 1975-76 
resulted in a d ru g  being prescribed. In  m et­
ropolitan areas, 42 percent o f all visits re ­
sulted in such trea tm ent com pared with 48 
percent o f all visits in nonm etropolitan  areas.
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T he duration  o f visit is defined as the time 
spent in face-to-face encounter between phy­
sician and patient. In  about 73 percent o f the 
office visits, face-to-face contacts lasted 15 
m inutes o r less. By location o f practice, 72 
percent o f the office visits in m etropolitan 
areas lasted 15 m inutes or less com pared  
with 78 percent in nonm etropolitan  areas. 
T he duration  o f visit varied by diagnosis. For 
example, the duration  o f visit was 5 minutes 
or less for 40 percent of the visits for prenatal 
care, whereas the duration  o f visit was 31 
minutes o r m ore for nearly 50 percent o f the 
visits for neuroses and psychotic disorders.
Generally, in office-based practices, some 
form  o f followup was scheduled. For about 
60 percent o f visits in 1975-76, the patient 
was d irec ted  to m ake a re tu rn  visit at a 
specified time—by location o f practice, the 
d isposition  o f  63 p ercen t o f  th e  visits in 
m etropolitan areas was to make a re tu rn  visit 
at a specified time com pared wth 54 percent 
o f the visits in nonm etropolitan areas.
D uring 1974-75, 0.5 visits per person per 
year were reported  for general checkups, eye 
exams, and immunizations and 4.2 visits were 
reported  for diagnoses or treatm ents. Visit 
rates for general checkups were highest for 
children under 18 years o f age at 0.4 visits 
p e r  p erson  p e r year, and  visit ra tes for 
diagnoses o r trea tm en ts  w ere h ighest fo r 
people 65 years o f age and over at 6 visits 
per person per year.
O f the nearly 58 million episodes o f inju­
ries reported  in 1975, almost 43 percent were 
first medically attended in hospital outpatient 
clinics or em ergency rooms with ano ther 33 
percent trea ted  at the doctor’s office. For 
almost 13 percent o f the injuries, medical 
advice was first sought by telephone. Use of 
the hospital ou tpatient clinics or em ergency 
rooms generally decreased, while use o f the 
doctor’s office generally increased, with in­
creasing age and increasing family income.
T he C onsum er Product Safety Commission 
reports on the products associated with in ju­
ries treated in hospital em ergency rooms. In 
1977, the Commission estim ated that over 9 
million product-related injuries were treated 
in hospital em ergency rooms; m ore than half
o f these were to persons under 18 years o f 
age, and m ore than 60 percent were to males. 
For all ages and especially for the older age 
groups, a hom e structure (including doors, 
windows, stairs, etc.) was the major cause of 
injury. In addition, a considerable num ber of 
injuries to persons u n d er 45 years o f age 
were related to the use o f some type of sports 
ball or o ther sports and recreational equip­
ment.
T he role o f d rug  abuse in em ergency room 
utilization is investigated by a reporting  sys­
tem o f the D rug Enforcem ent Adm inistration 
and National Institute on D rug Abuse. In the 
May 1976-A pril 1977 re p o r t, suicide a t­
tem pts constituted 39 percent o f the drug- 
abuse reports. With increasing age, psychic 
effects and dependence were reported  less 
and suicide attem pts or gestures were re ­
ported m ore as the motivation for taking the 
drug. About 48 percent of all d rug  cases for 
females involved a suicide attem pt, while for 
males the m otivational factors were about 
evenly distributed am ong psychic effects, de­
pendence, and suicide. Diazepam (Valium) 
was reported  in 18 percent o f the d rug  abuse 
cases, and alcohol used in combination with 
at least one o ther d rug  was reported  in 16 
percent. Diazepam was the most commonly 
reported  d rug  in each age group; alcohol in 
com bination with another d rug  was the sec­
ond most com mon, except for people 20-29 
years o f age who reported  heroin and m or­
phine m ore often.
T he use o f another major com ponent of 
am bulato ry  service, den ta l care, which is 
often  viewed as an elective form  o f care, 
varies widely betw een d iffe re n t socioeco­
nomic groups. D uring 1975-76, 1.6 dental 
visits per person per year were reported . 
However, only about half of the population 
in 1976 saw a dentist at all during  the year. 
White people reported  nearly twice as many 
dental visits per person per year as all others, 
and  people in families with high incomes 
rep o rted  m ore than  twice as many dental 
visits as those in low-income families. Only 34 
percent o f the low family income population 
visited the den tist d u rin g  1976 com pared  
with 62 percent o f the high family income 
population. T he largest differences in the 
num ber of dental visits per year by income
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were for ch ildren  u n d e r 18 years o f  age and 
people 65 years o f  age and  over.
Family incom e was also related  to d ifferen t 
reasons fo r visiting a dentist. D uring  1971— 
74, people 25-74  years o f  age who saw a 
dentist reported  tha t the main reason for the 
visit was for a checkup o r cleaning. However, 
people with less than  $4,000 family income 
who repo rted  a visit said tha t the main reason 
for the ir visit was to have a tooth pulled o r to 
have o ther surgery, whereas people in every 
o ther family income group  reported  tha t the 
m ain reason was for a checkup or cleaning. 
T h is  suggests th a t th e  p o o r w ith lim ited  
resources assign a relatively low priority to 
dental care until a serious problem  occurs 
and, as a result, they lag behind the rest o f 
the population in their use o f dental services.
Differences also existed in the patterns o f 
dental care according to place o f residence, 
with people living in m etropolitan areas re ­
porting  43 percen t m ore dental visits than 
those living outside m etropolitan areas. As in 
the  case o f physician u tilization, this may 
reflect the g reater concentration and availa­
bility o f licensed dentists practicing in m etro­
politan areas. ■
In  addition to physician and  dental care, 
o ther com ponents o f  am bulatory care include
services received from  chiropractors, podia­
trists, and  physical therapists. In  1974, an 
estim ated 7.5 million people o r 3.6 percen t 
o f  th e  p o p u la tio n  u sed  th e  services o f  a 
chiropractor; 5.0 million people o r 2.4 per­
cent consulted a podiatrist; and  3.2 million 
people o r 1.6 percent used the services o f  a 
physical therapist. Contact with each o f  these 
practitioners was, with few exceptions, m ore 
p rev a len t am o n g  o ld e r peop le  an d  w hite 
people than  it was am ong younger people 
and those in the all o ther color group.
Care received for m ental disorders is am  
o ther com ponent o f  am bulatory utilization. 
T he  increase in the use o f ou tpa tien t psychi­
atric- services is associated with reductions in 
the use o f  inpatien t psychiatric hospital serv­
ices, increases in the use o f  new d ru g  th e ra ­
pies, and  expansion o f insurance benefits fo r 
ou tpatien t psychiatric services. In  1975, an 
estim ated 32.0 million people o r 15 percent 
o f  th e  p o p u la tio n  h ad  m e n ta l d iso rd e rs . 
A bout 60 p e rcen t received care fro m  the  
ou tpa tien t medical sector, such as the  doctor’s 
office, the neighborhood health  center, or 
the hospital ou tpa tien t departm en t. A bout 15 
percen t received care from  th e  ou tp a tien t 
m ental health  sector, such as the  com m unity 
m en ta l h ea lth  c e n te r  o r  th e  fre e s ta n d in g  
multiservice clinic.
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H o m e
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F e m a le 5 ,6 4 9 .8 3 ,9 0 3 .0 6 5 1 .5 7 4 8 .2 17 .8 6 5 .6
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‘ In c lu d e s  o th e r  a n d  u n k n o w n  s o u rc e s  o r  p la c e s  o f  ca re .
2 In c lu d e s  p r iv a te  d o c to r 's  o ffic e , d o c to r 's  c lin ic , o r  g ro u p  p rac tice .
3 In c lu d e s  h o s p ita l o u tp a t ie n t  c lin ic  o r  e m e rg e n c y  ro o m .
4 In c lu d e s  u n k n o w n  fa m ily  in c o m e .
5 G ro u p e d  a c c o rd in g  to  th e  A p ril 19 7 3  O ffic e  o f  M a n a g e m e n t  a n d  B u d g e t m e tro p o lita n -n o n m e tro p o lita n  d e s ig n a tio n s .
S O U R C E : D iv is io n  o f  H e a lth  In te r v ie w  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  f r o m  th e  H e a lth  In te rv ie w  




T a b le  74 . P hys ic ian  v is its , a c c o rd in g  to  so urce  o r p lace  o f ca re , ag e , an d  co lo r: U n ite d  S ta tes , fiscal ye ars  19 64  and  1967 a n d  se lected  c a len d ar y e a rs  1 9 7 0 -7 6
(D a ta  a re  b ased  on  h o u s e h o ld  in te rv ie w s  o f  s a m p le s  o f th e  c iv ilian  n o n in s titu tio n a lize d  p o p u la tio n )
A g e , co lo r, an d  ye ar
V is its  per  
1 ,000
p o p u la tio n
S o u rce  o r p lace o f  ca re
A ll sources  
or p laces  
o f  c a r e 1
D o c to r's
o f f ic e 2
H ospita l 
o u tp a tie n t  
d e p a r tm e n t1
T e le p h o n e
C o m p a n y  or 
in d u s try
clin ic
H o m e
T O T A L 4 P ercen t d is tr ib u tio n
Fiscal y e a r  1964 4 ,5 4 4 .5 100 .0 6 9 .8 11.9 10.6 0 .6 5.4
Fiscal y e a r 1967 _ . 4 ,3 2 0 .4 100 .0 7 1 .8 9.3 11.3 0 .8 3.3
19 7 0  . . . 4 ,6 3 8 .3 100 .0 6 9 .4 10.6 12.2 1.0 2 .0
1973 _____________________ 5 ,0 0 9 .8 100 .0 69.1 10.7 12.7 0 .8 1.4
1974 _______ 4 ,945 .1 100 .0 6 8  8 11.9 12.3 0 .8 1.1
1975 ________ 5 ,0 5 1 .5 100 .0 6 8  0 12 9 12 5 0 9 0 g
19 76  _____________________ 4 ,9 4 4 .0 100 .0 6 7 .9 13.1 12.0 0 .9 1.4
AGE
U n d e r 15 y e ars
Fiscal y e a r 1964 3 ,7 5 4 .9 100 .0 6 1 .4 13.6 19 1 * 4 .6
Fiscal y e a r 1967 . 3 ,7 2 5 .2 100 0 6 2 .8 10 8 20  1 * 7 R
19 70  ' ___________ . . 3 ,9 8 5 .2 100.0 62.1 12.2 18.5 * 0.7
1973 . 4 ,3 2 8 .3 100.0 61 .2 12.0 19.3 * 1.6
1974 ____ 4 ,2 4 9 .2 100 .0 61 6 12.0 19.5 * 0 .8
1975 ___________  . . . . 4 ,4 1 4 .6 100 .0 6 1 .5 14.3 18.6 * 0 .5
19 76  _____________________ 4 ,2 0 3 .6 100 .0 64  0 13.1 17.8 * 0 .6
15 -24  years
Fiscal y e a r 1964 _ 4 ,2 86 .1 100.0 71 .7 15.2 8.1 * 2.1
Fiscal y e a r  1967 4 ,0 0 1 .7 100.0 71 .7 10.1 9.6 0 9 1.3
19 70  _____________________ 4 ,2 3 8 .6 100 0 69 .4 11.3 9.6 1.5 *
1973 ________________ 4 ,5 1 0 .6 100 0 66 .6 12.4 10.5 1.4 0.8
1974 ____ 4 ,2 8 2 .3 100.0 6 4 .8 15.7 9.5 0 .7 #
19 75  ______ 4 ,4 2 6 .6 100.0 63 .8 15.0 11.7 1.2 *
19 76  ________________ 4 ,0 8 2 .4 100.0 6 5 .4 15.1 9 5 0.9 0.8
2 5 -4 4  ye ars
Fiscal y e a r  1964 ________ 4 ,5 2 0 .6 100 .0 7 4 .6 11.9 8.4 1.0 2.5
Fiscal y e a r  1967 4 ,3 6 2 .9 100 .0 76.1 9.8 8.3 1.7 1.4
19 7 0  ______________ 4 ,5 8 5 .4 100.0 72 .2 9.9 11.2 1.5 1.1
1973 _________________ . 5 ,1 4 3 .0 100.0 7 0 .7 10.0 12.3 1.3 0.5
1974 1 4 ,9 7 5 .6 100 .0 69.1 12.2 12.0 1.6 0.6
19 75  __________ 5 ,0 5 6 .3 100.0 67  8 13 3 12 2 1 9 *
19 76  _____________________ 4 ,8 9 0  4 100.0 69 .2 12 .0 11 8 1.7 0.4
269
4 5 -6 4  ye ars
Fiscal y e a r  19 64  _________ 5 ,0 3 8 .2 10 0 .0 7 6 .8 10.0 6.1 1.0 4 .5
Fiscal y e a r  19 67  _ ______ 4 ,6 5 9 .3 10 0 .0 77.1 8 .4 7 .2 1.2 3 .4
1 9 7 0  ______________________ 5 ,2 0 6 .0 1 0 0 .0 72 .7 10.7 9.3 1.4 2 .0
19 73  _____  ____________ 5 ,4 5 4 .5 10 0 .0 7 3 .7 10.1 9 .9 0 .9 0 .8
19 74  . . .  ________________ 5 ,5 1 7 .6 1 0 0 .0 74.1 10.7 9 .2 1.0 0 .9
19 75  ______________________ 5 ,6 2 9 .9 10 0 .0 7 2 .6 12.1 9.7 0 .9 0.7
19 7 6  ______________________ 5 ,7 2 9 .9 1 0 0 .0 6 8 .5 15.0 9 .9 1.4 1.5
6 5  y e a rs  and  o v e r
Fiscal y e a r  19 64  _________ 6 ,6 5 7 .3 10 0 .0 64 .2 8.5 8.2 * 17.3
Fiscal y e a r  1967 . . . ____ 6 ,0 0 2 .6 10 0 .0 7 3 .8 6 .0 7 .8 * 10 .5
1 9 7 0  ______________________ 6 ,2 6 9 .0 1 0 0 .0 7 2 .7 7.8 9 .6 ft 7 .9
19 73  ______________________ 6 ,5 4 2 .4 1 0 0 .0 75 .1 8 .4 9 .4 * 4 .4
1974 ______________________ 6 ,7 3 0 .8 10 0 .0 7 5 .6 8.7 9.2 * 4 .2
19 75  ______________________ 6 ,6 0 7 .7 • 10 0 .0 76 .2 9.0 8 .5 * 2 .9
19 76  ______________________ 6 ,8 5 3 .8 10 0 .0 7 2 .9 9.5 9 .9 * 4 .8
C O LO R
W h ite
Fiscal y e a r  19 64  ___ 4 ,7 0 6 .2 1 0 0 .0 7 1 .0 10 .0 11 .2 0 .6 5 .5
Fiscal y e a r  19 67  . .  . 4 ,4 8 5 .7 10 0 .0 7 2 .9 7.7 12 .0 0 .8 3 .4
19 7 0  ______________________ 4 ,7 5 1 .7 10 0 .0 7 0 .5 9.2 12 .9 1.0 2.1
1973 ___________________ 5 ,0 8 4 .4  ■ 10 0 .0 70 .2 9.0 13 .6 0 .8 1.5
19 7 4  ______________________ 5 ,0 2 7 .7 1 0 0 .0 6 9 .5 10 .6 13 .0 0 .8 1.2
19 75  ______________________ 5 ,1 0 7 .3 10 0 .0 6 9 .0 11.7 13.3 0 .8 0 .8
19 76  ______________________ 5 ,0 0 0 .2 1 0 0 .0 69.1 11.3 12.8 0 .9 1.4
A ll o th er
Fiscal y e a r  19 64  ____  . 3 ,3 2 9 .8 10 0 .0 5 7 .0 31 .8 4.1 # 4 .4
Fiscal y e a r  1967 _________ 3 ,1 1 1 .4 10 0 .0 6 0 .3 25 .8 4 .0 * 2 .2
19 7 0  ______________________ 3 ,8 3 6 .0 10 0 .0 5 9 .9 23 .3 5 .4 1.6 1.1
1973 ______________________ 4 ,4 9 3 .9 1 0 0 .0 60.1 23 .4 5.9 1.2 0 .9
19 74  ______________________ 4 ,3 8 4 .4 10 0 .0 62 .8 22 .0 6 .3 0 .5 0 .6
19 75  ______________________ 4 ,6 7 8 .7 1 0 0 .0 6 0 .6 2 2 .0 6 .9 1.0 0 .4
19 76  ^_____________________ 4 ,5 7 4 .2 10 0 .0 59 .0 25 .7 5.8 1.2 1.1
' In c lud es  o th e r  a n d  u n k n o w n  so u rces  o r  p laces  o f  ca re .
2 In c lu d es  p r iv a te  d o c to r's  o ffic e , d o c to r's  c lin ic , o r g ro u p  p rac tice .
:l In c lud es  ho sp ita l o u tp a tie n t c lin ic ’o r  e m e rg e n c y  ro o m . '
1 In c lu d es  a ll a g e s  an d  b o th  c o lo r g'roups.
S O U R C E : D iv is io n  o f H e a lth  In te rv ie w  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  fro m  th e  H e a lth  In te rv ie w  S u rv e y .
/
270 T a b le  75 . P hys ic ian  v is its , a c c o rd in g  to  so u rce  o r p lace  o f  ca re , ag e , fa m ily  in co m e, an d  co lor: U n ite d  S ta tes , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(D a ta  a re  b a sed  on  h o u s e h o ld  in te rv ie w s  o f  a s a m p le  o f th e  c iv ilian  n o n in s titu tio n a lize d  p o p u la tio n )
A g e , fa m ily  in c o m e , 
an d  co lo r
V is its  per  
1 ,0 0 0  
p o p u la ­
tio n
S o u rc e  o r p lace  o f  ca re
A g e , fa m ily  in co m e, 
and co lor
V is its  per  
1 ,0 00  
p o p u la ­
tio n
S o u rc e  o r p lace  o f  ca re
D o c to r's  
o f f ic e 1
H o s p ita l
o u tp a tie n t
d e p a rt­
m e n t1 2
T e le ­
p h o n e
D o c to r's  
o f f ic e 1
H o s p ita l
o u tp a tie n t
d e p a r t­
m e n t2
T e le ­
p h o n e
U N D E R  18 Y E A R S 4 5 -6 4  Y E A R S
P ercen t o f v is its P ercen t o f v is its
F a m ily  in c o m e F a m ily  in c o m e
Less th a n  $ 5 ,0 0 0 4 ,3 24 .1 55 .8 23 .0 11.1 Less th a n  $ 5 ,0 0 0 7 ,5 5 0 .9 65 .5 1 8 0 8.7
$ 5 ,0 0 0 -$ 9 ,9 9 9 3 ,7 0 1 .9 57 .4 20 .7 13.3 $ 5 ,0 0 0 -$ 9 ,9 9 9  — 5 ,7 6 0 .6 71 .6 14 2 8.7
$ 1 0 ,0 0 0 -$  14 ,999 4 ,0 9 6 .0 65.1 12.5 18 .3 $ 1 0 ,0 0 0 -$ 1 4 ,9 9 9  ________ 5 ,4 6 2 .3 68 .9 15.7 9.4
$ 1 5 ,0 0 0  o r m o re 4 ,4 4 8 .8 67.1 9 3 20 .0 $ 1 5 ,0 0 0  o r m o re  _ __ 5 ,4 6 2  7 72 .4 10 0 11.5
C o lo r C olor
W h ite 4 ,2 89 .1 65 .3 11.9 18.2 W h ite 5 ,6 4 5 .2 7 1 .0 12.4 10.4
A ll o th e r 3 ,2 5 3 .5 50 .9 29.1 8 .5 A ll o th e r  __ _ 5 ,9 8 3 .6 66 .4 22 5 4 .3
1 8 -2 4  Y E A R S 6 5  Y E A R S  A N D O V E R
F a m ily  in c o m e Fa m ily  in c o m e
5 ,1 5 1 .0 51 .3 18.0 9 .6 Less th a n  $ 5 ,0 0 0  _ 6 ,8 0 5 .9 74 .9 9 8 8 .5
$ 5 ,0 0 0 -$ 9 ,9 9 9  ___________ 5 ,2 0 9 .0 6 1 .9 18 .5 10 .6 $ 5 ,0 0 0 -$ 9 ,9 9 9  ___________ 7 ,1 1 7 .2 75.1 9.1 8.7
$ 1 0 ,0 0 0 -$ 1 4 ,9 9 9 4 ,7 2 1 .8 70 .6 10.2 12.2 $ 1 0 ,0 0 0 -$ 1 4 ,9 9 9  ________ 6 ,6 4 7 .2 75 .9 11.1 10 .0
$ 1 5 ,0 0 0  o r  m o re  . 4 ,2 0 9 .5 7 0 .6 10.2 11 .9 $ 1 5 ,0 0 0  or m o re  ________ 6 ,2 9 4 .0 74 .4 6 .4 10 5
C o lo r C olor
4 ,7 2 1 .2 65.1 12 .6 11 .6 W h ite  __ 6 ,7 5 5 .6 74 .9 8 4 9.9
4 ,5 7 9 .9 54 .9 26 .7 6 .9 A ll o th e r  _ 6 ,5 0 1 .4 70 .5 18.7 *3 .0
2 5 -4 4  Y E A R S
F a m ily  in c o m e
Less th a n  $ 5 ,0 0 0 6 ,3 0 4 .2 57 .9 2 3 .9 9 .9
$ 5 ,0 0 0 -$ 9 ,9 9 9  ___________ 4 ,8 84 .1 67 .3 15 .6 9.3
$ 1 0 ,0 0 0 -$ 1 4 ,9 9 9  ____ 4 ,8 3 8 .9 69.1 12 .9 11 .9
$ 1 5 ,0 0 0  o r m o re 4 ,9 4 3 .4 71.1 8.2 14.2
C o lo r
W h ite 4 ,9 11 .1 69 .5 11 .4 12.8
A ll o th e r 5 ,4 0 1 .5 62 .2 20 .3 6.7
1 In c lu d es  p r iv a te  d o c to r's  o ffice , d o c to r's  c lin ic , o r  g ro u p  p rac tice
2 In c lu d es  h o sp ita l o u tp a tie n t c lin ic  o r  e m e rg e n c y  ro o m .
S O U R C E : D iv is io n  o f H e a lth  In te rv ie w  S tatis tics , N a tio n a l C e n te r fo r  H e a lth  S ta tis tic s . D a ta  fro m  th e  H ea lth  In te rv ie w  S u rv e y .
(D a ta  a re  b a s e d  o n  h o u s e h o ld  in te rv ie w s  o f  a s a m p le  o f  th e  c iv ilia n  n o n in s t itu t io n a liz e d  p o p u la t io n )
T a b le  7 6 . P r iv a te  h e a lth  in s u ra n c e  c o v e r a g e  s ta tu s  o f  p e rs o n s  u n d e r  6 5  y e a r s  o f  a g e , a c c o rd in g  to  a g e , s e le c te d
c h a ra c te ris tic s , a n d  ty p e  o f  c o v e ra g e : U n ite d  S ta te s , 19 7 5
S e le c te d  c h a ra c te ris tic -  
a n d  ty p e  o f  c o v e ra g e
A g e
A ll a g e s  
u n d e r  6 5  
y e a rs
U n d e r  17  
y e a rs
1 7 - 6 4  y e a rs
T o ta l
1 7 -4 4
y e a rs
4 5 -6 4  ' 
y e a rs
L im ita tio n  o f a c tiv ity P e rc e n t o f  p e rs o n s  w ith  l im ita t io n
P riv a te  c o v e ra g e  _ 9 .3 3 .4 11 .9 7 .6 19 .7
P re p a id  g ro u p  p ra c tic e 1 0 .0 3 .8 13 .0 8 .4 2 1 .4
Fee  fo r  s e rv ic e 9 .2 3 .4 11 .9 7 .6 19 .6
N o  p r iv a te  c o v e ra g e 15 .7 4 .5 2 3 .0 14 .4 4 4 .0
P h y s ic ia n  v is its N u m b e r  o f  v is its  p e r  1 ,0 0 0  p o p u la tio n
P riv a te  c o v e ra g e 4 ,8 4 8 .1 4 ,2 3 1 .5 5 ,1 2 6 .9 4 ,9 6 6 .0 5 ,4 1 8 .0
P re p a id  g ro u p  p ra c tic e 5 ,6 4 0 .4 4 ,6 9 6 .0 6 ,1 0 1 .8 5 ,8 5 0 .1 6 ,5 6 4 .0
Fee  fo r  s e rv ic e  ___________________ 4 ,8 1 3 .1 4 ,2 0 9 .9 5 ,0 8 4 .9 4 ,9 2 7 .8 5 ,3 6 9 .2
N o  p r iv a te  c o v e r a g e ___ 5 ,0 0 2 .7 4 ,3 4 0 .2 5 ,4 32 .1 4 ,8 7 8 .0 6 ,7 9 2 .1
H o s p ita l d is c h a rg e s N u m b e r  o f  d is c h a rg e s  p e r  1 ,0 0 0  p o p u la tio n
1 P riv a te  c o v e ra g e  _ 1 2 4 .3 6 7 .8 1 4 9 .9 — —
P re p a id  g ro u p  p ra c tic e 1 0 5 .9 4 0 .3 1 3 7 .9 — _____
Fee fo r  s e rv ic e 1 2 5 .2 69 .1 1 5 0 .4 — . . .
N o  p r iv a te  c o v e r a g e ___ 146.1 8 0 .6 1 8 8 .6 — . . .
H o s p ita l d a y s N u m b e r  o f  d a y s  p e r  1 ,0 0 0  p o p u la tio n
P riv a te  c o v e ra g e 7 7 8 .5 2 9 9 .5 995 .1 7 4 9 .4 1 ,4 3 9 .8
P re p a id  g ro u p  p ra c tic e 6 2 8 .3 * 2 0 2 .4 8 3 6 .3 5 8 6 .6 1 ,2 9 4 .9
F e e  fo r  s e rv ic e 7 8 5 .1 3 0 4 .0 1 ,0 0 1 .9 7 5 6 .5 1 ,4 4 6 .0
N o  p r iv a te  c o v e r a g e ___ 1 ,0 8 5 .7 4 7 0 .0 1 ,4 8 4 .8 1 ,2 4 8 .6 2 ,0 6 4 .5
N O T E : P re p a id  g ro u p  p la n  in c lu d e s  o rg a n iz a tio n s  d e f in e d  a s  H e a lth  M a in te n a n c e  O rg a n iz a t io n s  (H M O ) a n d  o th e r  
p re p a id  g ro u p  p ra c tic e  p la n s  n o t id e n t if ie d  a s  H M O . Fee  fo r  s e rv ic e  in c lu d e s  a ll o th e r  h e a lth  in s u ra n c e  p la n s .
S O U R C E : D iv is io n  o f  H e a lth  In te r v ie w  S ta tis tic s , N a t io n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  f r o m  th e  H e a lth  In te rv ie w  




T a b le  77 . P h ys ic ia n  v is its , a c c o rd in g  to  s o u rc e  o r p lace  o f ca re , a g e , a n d  lo c a tio n  o f re s id e n c e : U n ite d  S ta tes , a v e ra g e  an n u a ! 1 9 7 5 -7 6
(D a ta  a re  b a sed  on  h o u s e h o ld  in te rv ie w s  o f  a s a m p le  o f  th e  c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n )















Within S M S A ________________ 4,354.9 62.2 15.0 17.4 0.5
Large SMSA 4,433.6 61.7 15.6 17.1 0.7
Core counties _ 4,263.9 60.3 19.4 14.4 *0.6
Fringe counties _ 4,758.3 64.2 9.2 21.7 *0.8
Medium SMSA _ 4,310.5 63 1 13.8 18.2 *0.3
Other SMSA 4,142.0 62 4 15.0 16.9 *0.7
Outside SMSA 3,487 1 67.4 11.5 15.2 *0.8
Adjacent to SMSA 3,534.0 68.6 11.5 15.1 *0.6
Not adjacent to SMSA 3,420.9 65.6 11.5 15 5 *1.2
18-24 YEARS
Location of residence
Within SMSA 4,790.4 62.0 15.0 11.9 *0.5
Large SMSA ______ _____ _ 4,909.8 61.8 17.3 11.4 *0.6
Core counties____________ 5,063.6 62.6 17.6 10.5 *0.5
Fringe counties . 4,544.7 59.8 16.7 13.5 *0.9
Medium SMSA .. 4,810.1 62.9 11.1 13.2 *0.3
Other SMSA 4,259.8 60.4 14.9 10.6 *0.8
Outside SMSA 4,448.0 68.9 12.9 8.3 *0.3
Adjacent to SMSA _ _ 4,893.5 69.3 14.0 7.9 *0.4
Not adjacent to SMSA 3,850.8 68.2 11.0 8.9 *0.2
25-44 YEARS
Location of residence
Within SMSA 5,204.8 67.3 13.2 12.5 0.3
Large SMSA 5,368.2 67.6 12.6 12.4 *0.3
Core counties 5,484.4 68.7 13.7 10.9 *0.2
Fringe counties 5,136 4 65.5 10.5 15.4 *0.5
Medium SMSA 5,086.0 66.2 13 9 12.5 *0.5
Other SMSA ____ 4,746.6 68.1 14.0 13.0 * _
Outside SMSA 4,259.2 73.3 10.6 10.2 *0.1
Adjacent to SMSA _ 4,358.8 72.0 10.9 10.7 *0.1
Not adjacent to SMSA 4,118.6 75.3 10.2 9.4 *0.2
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4 5 -6 4  Y E A R S
. L o c a tio n  o f  re s id e n c e
W ith in  S M S A C OjIO c OfOMO.V 6 8 .4 14 .5 10 .4 1.2
L a rq e  S M S A 5 ,9 7 5 .8 6 7 .0 15 .6 10 .3 1.2
C o re  c o u n tie s 6 ,0 1 1 .5 6 6 .4 17.3 9.1 1.4
F r in g e  c o u n tie s  __ _____ 5 ,8 9 7 .9 6 8 .4 11.7 12 .9 * 0 .8
M e d iu m  S M S A  _ ___ 5 ,6 6 3 .0 7 0 .6 11 .8 10 .8 1.5
O th e r  S M S A  __________________ 5 ,7 1 7 .4 7 0 .3 16.3 9 .8 * 0 .6
O u ts id e  S M S A 5 ,2 12 .1 7 7 .0 10 .4 7 .9 * 0 .9
A d ja c e n t to  S M S A 5 ,4 4 7 .3 7 4 .7 12.2 7 .6 * 1 .0
N o t a d ja c e n t to  S M S A 4 ,9 0 4 .3 8 0 .3 7 .7 8 .3 *0 .7
6 5  Y E A R S  A N D  O V E R
L o c a tio n  o f  re s id e n c e
W ith in  S M S A _____________________ 7 ,0 0 3 .4 7 2 .2 10.2 10.2 4 .2
L a rg e  S M S A  _ _ 6 ,9 5 3 .6 7 0 .5 11 .0 10 .0 4 .7
C o re  c o u n tie s  _ 6 ,9 9 6 .4 6 9 .3 12 .8 9.2 4 .4
F r in g e  co u n tie s 6 ,8 3 0 .1 74 .1 5.8 12.3 5.6
M e d iu m  S M S A 7 ,5 0 2 .8 7 2 .4 10.3 11 .0 3 .7
O th e r  S M S A  ________________ 6 ,0 4 7 .9 7 9 .8 6 .3 8 .6 2 .9
O u ts id e  S M S A  _________ __ 6 ,1 4 1 .3 8 0 .2 7 .0 7 .0 3 .2
A d ja c e n t to  S M S A  ________ . 6 ,3 5 6 .6 7 6 .0 8 .9 8.2 3 .3
N o t a d ja c e n t to  S M S A 5 ,8 7 6 .6 8 5 .9 4 .4 5.3 *3 .1
1 In c lu d e s  p r iv a te  d o c to r 's  o ffic e , d o c to r 's  c lin ic , o r  g ro u p  p rac tice .
2 In c lu d e s  h o s p ita l o u tp a tie n t c lin ic  o r  e m e rg e n c y  ro o m .
N O T E : T h e  lo c a tio n s  o f  c o u n tie s  a re  g ro u p e d  a c c o rd in g  to  A p r il 19 73  O ffic e  o f  M a n a g e m e n t  a n d  B u d g e t m e tro p o lita n -n o n m e tro p o lita n  d e s ig n a tio n s . 
S O U R C E : D iv is io n  o f  H e a lth  In te rv ie w  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  fro m  th e  H e a lth  In te rv ie w  S u rv e y .
T a b le  7 8 . P ers o n s  u tiliz in g  s p e c ific  p laces  o f  o u tp a t ie n t  m e d ic a l c a re  d u rin g  th e  y e a r  p r io r  to  in te rv ie w , a c c o rd in g  to  se lec ted
c h a ra c te ris tic s : U n ite d  S ta te s , 19 7 4























































Total4_ 100.0 45.7 13.2 2.8 1.7 4.2 1.2 0.6 30.6
Sex
Male _ __ ____ . . . 100.0 38.7 13.0 3.1 2.0 4.4 1.5 0.6 36.6
Female _ .  _________ 100.0 52.3 13.5 2.5 1.4 4.0 0.8 0.6 25.0
Color
White _______ 100.0 47.8 13.5 2.7 1.5 3.3 1.0 0.4 29.8
All other _ _____ 100.0 31.5 11.6 3.6 2.8 10.0 2.2 1.8 36.5
Age
Under 17 years . . . . 100.0 44.9 14.4 2.1 1.2 5.1 1.0 0.7 30.7
17-44 years _ _ 100.0 43.2 13.8 3.7 2.7 3.9 1.6 0.8 30.4
45-64 y e a rs ___ 100.0 46.9 11.5 3.0 1.2 3.7 1.1 0.3 32.4
65 years and over _____ _ 100.0 55.8 11.2 0.8 0.5 3.4 * * 27.8
Family income
Less than $5,000 ___ _____ 100.0 40.0 13.5 3.1 2.1 6.8 1.7 1.4 31.4
$5,000-$9,999 __________ 100.0 42.3 13.8 2.8 2.0 5.5 1.5 0.7 31.5
$10,000-$14,999 ______ 100.0 47.1 13.4 2.7 1.8 3.5 0.1 0.4 30.1
$15,000 or more ________ 100.0 51.0 13.1 2.9 1.4 2.4 0.9 0.3 28.0
Geographic region
Northeast 100.0 44.8 14.9 2.6 1.6 4.6 1.2 0.5 29.8
North Central . .  _______ _ 100.0 47.2 13.6 3.0 1.7 3.0 0.9 0.6 30.1
South __ __ 100.0 44.9 12.1 3.0 1.8 4.7 1.3 0.7 31.7
West _ ____ 100.0 46.3 12.3 2.5 1.6 4.6 1.3 0.6 30.8
Place of residence
SMSA ________________________ 100.0 45.0 13.6 3.1 1.8 4.8 1.3 0.7 29.8
Central city . . . . 100.0 40.5 13.2 3.4 2.2 6.6 1.7 1.2 31.2
Outside central city 100.0 48.4 13.8 2.8 1.5 3.5 0.9 0.3 28.7
Outside SMSA ._ ___ 100.0 47.4 12.5 2.2 1.4 2.7 1.0 0.4 32.5
Self-assessment of health
Excellent or good _ 100.0 45.9 12.2 2.8 1.5 3.9 1.2 0.5 31.9
Fair or poor .  .  . .  _ _ 100.0 44.8 20.0 2.9 3.1 5.7 0.8 0.9 21.8
1 Includes persons utilizing a private doctor's office, doctor's clinic, or group practice.
2 Includes persons utilizing the hospital outpatient clinic or the emergency room.
3 Includes persons utilizing the company or industry clinic, public health clinic, or the neighborhood health center.
4 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Su rvey.
274
T a b le  7 9 . O ffic e  v is its  to  p h y s ic ia n s , a c c o rd in g  to  c o lo r , s e x , a n d  a g e  o f  p a tie n t:  U n ite d  S ta te s , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(D a ta  a re  b a s e d  o n  re p o rt in g  b y  a s a m p le  o f  o ff ic e -b a s e d  p h y s ic ia n s )
C o lo r
T o ta l W h ite A ll o th e r
A g e  o f  p a tie n t
B oth M a le F e m a le
B oth
M a le F e m a le
B oth
M a le F e m a le
s e xes s e x e s s e x e s
O ffic e  v is its  p e r  1 ,0 0 0  p o p u la tio n
A ll a g e s  _ - 2 ,7 7 0 .7 2 ,2 7 6 .4 3 ,2 3 1 .5 2 ,8 6 4 .6 2 ,3 5 3 .2 3 ,3 4 5 .2 2 ,1 4 7 .7 1 ,7 4 9 .8 2 ,4 9 9 .2
U n rifir  1 y e a r 5 ,8 6 5 .9 5 ,9 5 0 .9 5 ,7 7 6 .8 6 ,1 1 7 .2 6 ,2 3 4 .7 5 ,9 9 3 .6 4 ,6 5 1 .9 4 ,5 6 5 .0 4 ,7 4 1 .3
1-4  y e a rs 2 ,4 4 0 .7 2 ,5 7 6 .4 2 ,2 9 9 .1 2 ,5 8 1 .4 2 ,7 2 8 .6 2 ,4 2 6 .9 1 ,775.1 1 ,845.1 1 ,7 0 3 .9
5 -9  y e a r s ___ _ _ . 1 ,6 8 5 .7 1 ,7 5 4 .6 1 ,6 1 4 .0 1 ,8 4 1 .5 1 ,8 9 5 .0 1 ,7 8 5 .5 8 9 9 .7 1 ,0 3 3 .3 76 5 .1
1 0 -1 4  y e a rs 1 ,3 5 1 .9 1 ,3 90 .1 1 ,3 1 2 .2 1 ,4 5 7 .3 1 ,5 1 4 .9 1 ,3 9 7 .1 7 9 6 .2 7 2 0 .8 8 7 2 .3
1 5 -1 9  y e a rs  _____  ____ 1,975.1 1 ,5 7 8 .4 2 ,3 6 8 .7 2 ,0 9 0 .6 1 ,7 0 5 .5 2 ,4 7 5 .4 1 ,3 2 2 .5 8 4 1 .6 1 ,7 8 0 .0
2 0 -2 4  y e a rs  ___ ___ 2 ,5 7 5 .4 1 ,5 9 0 .5 3 ,4 8 8 .5 2 ,6 3 4 .4 1 ,6 1 3 .3 3 ,6 0 1 .6 2 ,2 04 .1 1 ,4 3 4 .8 2 ,8 2 7 .1
2 5 -2 9  y e a rs  ____  __ . 2 ,8 8 1 .8 1 ,7 8 6 .2 3 ,9 1 2 .5 2 ,8 7 2 .1 1 ,7 7 4 .2 3 ,9 3 0 .8 2 ,9 4 9 .6 1 ,8 7 9 .9 3 ,7 9 5 .7
3 0 -3 4  y e a rs 2 ,7 6 4 .7 1 ,9 4 8 .5 3 ,5 3 0 .9 2 ,7 7 1 .3 1 ,9 4 2 .4 3 ,5 6 8 .2 2 ,7 1 9 .1 1 ,9 9 5 .5 3 ,2 9 3 .2
3 5 -3 9  y e a rs 2 ,7 4 9 .7 2 ,1 6 1 .6 3 ,2 8 0 .7 2 ,7 8 1 .5 2 ,1 4 4 .7 3 ,3 7 3 .6 2 ,5 4 1 .7 2 ,2 8 6 .3 2 ,7 3 1 .4
4 0 -4 4  y e a rs 2 ,7 4 4 .1 2 ,1 1 2 .2 3 ,3 4 2 .6 2 ,7 5 4 .6 2 ,0 8 9 .6 3 ,3 9 4 .5 2 ,6 6 4 .6 2 ,2 9 7 .0 2 ,9 7 2 .8
4 5 -4 9  y e a rs 3 ,0 8 0 .4 2 ,4 6 5 .6 3 ,6 5 6 .4 3 ,1 1 6 .4 2 ,4 6 6 .7 3 ,7 3 2 .5 2 ,8 0 2 .6 2 ,4 5 6 .7 3 ,0 9 6 .8
5 0 -5 4  y e a rs 3 ,2 1 7 .4 2 ,5 2 0 .5 3 ,8 5 8 .9 3 ,2 4 4 .3 2 ,5 4 0 .4 3 ,8 9 7 .5 2 ,9 8 7 .8 2 ,3 4 3 .8 3 ,5 4 0 .9
5 5 -5 9  y e a rs 3 ,5 0 5 .7 3 ,0 3 7 .6 3 ,9 3 9 .4 3 ,5 4 3 .2 3 ,0 5 6 .7 3 ,9 9 4 .6 3 ,1 6 4 .3 2 ,8 6 2 .2 3 ,4 4 0 .0
6 0 -6 4  y e a rs  ___ ___ 3 ,8 0 9 .9 3 ,4 4 9 .5 4 ,1 1 7 .2 3 ,8 5 2 .6 3 ,4 6 7 .8 4 ,1 8 3 .7 3 ,3 9 0 .3 3 ,2 5 9 .8 3 ,4 9 2 .3
6 5 -6 9  y e a rs  _____  _____ 4 ,2 7 4 .9 3 ,8 7 6 .6 4 ,5 9 5 .1 4 ,4 1 0 .3 3 ,9 9 7 .9 4 ,7 4 1 .9 3 ,0 0 7 .2 2 ,7 3 9 .9 3 ,2 2 1 .7
7 0 -7 4  y e a r s .  ______ 4 ,5 8 6 .1 4 ,1 6 0 .1 4 ,8 9 3 .0 4 ,6 9 7 .2 4 ,3 3 1 .2 4 ,9 5 8 .5 3 ,5 0 9 .5 2 ,5 9 0 .5 4 ,2 3 1 .6
7 5  y e a rs  a n d  o v e r ______ 4 ,2 5 9 .9 4 ,0 7 2 .0 4 ,3 7 2 .0 4 ,4 0 2 .5 4 ,2 6 1 .9 4 ,4 8 5 .2 2 ,7 7 0 .3 2 ,2 6 7 .3 3 ,1 1 5 .9
N O T E : R a te s  a re  b a s e d  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la t io n , e x c lu d in g  A la s k a  a n d  H a w a ii.
S O U R C E : D iv is io n  o f  H e a lth  R e s o u rc e s  U tiliz a tio n  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : D a ta  f r o m  th e  
N a tio n a l A m b u la to r y  M e d ic a l C a re  S u rv e y .
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276 T a b le  80 . O ffic e  v is its  to  p h y s ic ia n s , a c c o rd in g  to  a g e  o f p a tie n t, sex, m o s t c o m m o n  p rin c ip a l d ia g n o s is , an d  IC D A  co d e : U n ite d  S ta tes , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(D a ta  a re  b ased  o n  re p o rtin g  b y  a s a m p le  o f o ffic e -b a s e d  ph ys ic ian s )
S e x , m o s t c o m m o n  p rin c ip a l d ia g n o s is , 
and IC D A  c o d e 1
A g e  o f  p a tie n t
A ll ag es





2 5 -4 4
y e ars






O ffic e  v is its  p e r 1 ,0 0 0  p o p u la tio n
B oth s e x e s 2 ____________ 2 ,7 7 0 .7 1,982.1 2 ,2 5 9 .0 2 ,7 9 4 .2 3 ,3 7 7 .2 4 ,3 5 6 .6
M e d ic a l o r  sp ec ia l e x a m s  _ ______________Y 0 0 2 0 5 .2 3 6 0  2 196.7 17 5 .5 125 .9 71 .2
A c u te  U R I,3 e x c e p t in flu e n za _________  4 6 0 -4 6 5 175 .6 3 2 6  6 138 .0 131.3 121.7 8 8 .9
M e d ic a l and s u rg ic a l a fte rcare ______________Y 1 0 135 1 77 .3 99 .6 155 .4 185.1 191 .6
H y p e rte n s io n ____  4 0 0 ,4 0 1 ,4 0 3 110 .9 1 9 8.2 54.1 269 .9 3 8 5 .2
H e a rt d is e a s e  __ _________________  3 9 0 -3 9 8 ,4 0 2 ,4 0 4 ,4 1 0 -4 1 4 ,4 2 0 -4 2 9 103 .5 * 5  3 *7 .2 26 .4 188.7 53 6 .9
Is c h e m ic  h e a rt d iseas e _________4 1 0 -4 1 4 75.1 1 0 1.5 13.1 145.3 4 0 0 .9
P re n a ta l ca re ______________Y 0 6 101.3 *5 .6 2 7 0 .4 19 5 .0 *1 .6
N e u ro s e s  a n d  n o n p s y c h o tic  d iso rd e rs _________  3 0 0 -3 0 9 100.1 2 4  5 69 .6 182 .8 124.6 88 .4
A rth r it is  and  rh e u m a tis m _________7 1 0 -7 1 8 8 6  7 5.8 19 .6 56 .6 169.1 3 1 5 .5
In fe c tio n s  a n d  in fla m m a tio n s  o f sk in _________ 6 8 0 -6 9 8 85.1 91 .9 7 9 .0 7 8 .9 85 .5 93 9
D ise ases  o f th e  e a r  an d  m a s to id  p ro c ess ________ 3 8 0 -3 8 9 84 .2 169 1 4 7 .4 49 .3 61.1 74 .3
B ro n c h itis , e m p h y s e m a , as th m a _________ 4 9 0 -4 9 3 76 .6 8 3 .9 3 3 .8 51 .4 109.4 131.4
S p ra in s  and  s tra in s  ______ _________ 8 4 0 -8 4 8 68 .6 17.7 77 .2 104 .7 89.1 4 9 .0
E ye d is e a s e s , e x c e p t re frac tive 3 6 0 -3 6 9 ,3 7 1 -3 7 9 68 .3 3 4 .0 27 .2 35.1 92.7 2 5 9 .5
D ia b e te s  m e l l i t u s ______ ______________2 5 0 46 .2 *3 .9 *6 .9 18 8 92.2 196.2
R e fra c tiv e  e rro rs  _ ______________3 7 0 41 .3 23.1 4 2  7 4 2  3 60 .2 42 .7
H a y  fe v e r  _____ ______________507 4 0 .8 47.1 36 .4 4 9 .9 35 .0 22 .3
O b e s ity  _____ _ 27 7 3 8 .0 5.8 37 .8 7 0 .6 48 .3 17.0
M a lig n a n t n e o p la s m s _________  1 4 0 -2 0 9 3 5 .0 *3 .3 *5 .6 14 .4 70.1 146.1
D ise ases  o f  s e b a c e o u s  g lan d s  (acne ) ______________7 0 6 34 .3 13.1 96 .3 3 5 .6 13.7 *1 2 .6
F ra c tu re  _______ _________ 8 0 0 -8 2 9 3 3 .9 33 .3 3 1 .9 2 8 .0 3 6 .9 4 7 .0
L a c e ra tio n s  ___ _________  8 7 0 -9 0 7 3 3 .9 4 0 .9 41 .7 31 .7 24 .6 2 5 .9
S y n o v it is , b u rs itis , te n o s y n o v it is ______________731 28 .4 *5 .1 13.1 3 2 .3 56 .5 4 7 .0
O b s e rv a tio n  w ith o u t n e ed  fo r m e d ic a l ca re ______________7 9 3 26 .7 23 .3 27.1 3 4 .0 25 .2 19.4
In flu e n za _________4 7 0 -4 7 4 24 .7 17.7 19 .0 3 1 .0 31.1 24.1
C ys titis  - ______________5 9 5 23 .3 *4 .9 25.1 2 8 .0 3 2 .6 3 5 .6
D is o rd e rs  o f  m e n s tru a tio n ______________6 2 6 18 .5 *1 .9 32 .8 3 3 .4 16.1 *1 .9
M e n o p a u s a l s y m p to m s ______________6 2 7 18.3 *1 .6 14 .2 63 .6 *1 2 .8
D ise a s e s  o f c e n tra l n e rv o u s  s y s tem _________  3 2 0 -3 4 9 16 .6 *4 .3 1 2 4 19 .6 24 .7 31.1
N e rv o u s n e s s , d e b ility ______________7 9 0 14.7 *1 .3 8.1 20.1 27 .0 21 .7
D ise ases  o f  b rea s t _________610 -61 1 13.7 *1 .5 12 .4 25.1 17 .6 *1 0 .8
A c u te  b ro n c h itis , b ro n c h io litis ______________4 6 6 12.8 15.8 *7 .6 9.1 15.7 17.6
U lc e r  _ __ _________  5 3 1 -5 3 4 12.7 *1 .2 *7 .2 17 .4 21 .6 21 .6
P n e u m o n ia _________4 8 0 -4 8 6 12 .4 18.6 8.3 8 .4 12.3 15.1
M a le 2 2 ,2 7 6 .4 2 ,0 5 7 .5 1 ,584 .0 1 ,9 7 6 .5 2 ,8 2 3 .7 4 ,0 2 2 .0
A c u te  U R I,3 e x c e p t in flu e n za _________4 6 0 -4 6 5 16 6 .0 3 2 6 .5 121 .5 112.2 97 .0 88 .7
M e d ic a l o r sp ec ia l e x a m s ____________  Y 0 0 166 .0 3 5 4 .0 134.7 91 .5 8 0 .9 7 3 .0
M e d ic a l and s u rg ic a l a fte rcare ______________Y 1 0 127 .8 91 .5 109.7 12 5 .6 162.1 2 0 3 .9
H e a rt d is e a s e  ____  ____________  3 9 0 -3 9 8 ,4 0 2 ,4 0 4 ,4 1 0 -4 1 4 ,4 2 0 -4 2 9 109 .6 5.0 7 .6 3 0 .5 2 3 8 .4 57 6 .0
Is c h e m ic  h e a rt d is e a s e _________4 1 0 -4 1 4 8 1 .9 * 0 .9 *1 .4 17 .6 194.5 4 2 5 .2
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H y p e rte n s io n _ _ _ . 4 0 0 ,4 0 1 ,4 0 3 8 4 .0 1.6 11.4 54 .4 2 2 3 .7 2 5 1 .4
D ise ases  o f  e a r  a n d  m a s to id  p ro c ess _____  _ 3 8 0 -3 8 9 82 .3 17 4 .3 4 4 .5 3 9 .9 54 .9 6 8 .9
In fe c tio n s  a n d  in fla m m a tio n s  o f  sk in _________ 6 8 0 -6 9 8 7 8 .9 9 9 .0 63.1 6 7 .5 8 2 .0 77 .4
S p ra in s  a n d  s tra in s .  8 4 0 -8 4 8 77 .3 19.1 93 .8 123 .7 93 .2 4 8 .6
N e u ro s e s  a n d  o th e r  n o n p s y c h o tic  d is o rd e rs  ______ _________ 3 0 0 -3 0 9 76 .8 3 1 .3 55,1 13 8 .0 92 .3 4 9 .6
B ro n c h itis , e m p h y s e m a , a s th m a _ 4 9 0 -4 9 3 75 .8 9 5 .8 25 .0 3 9 .3 9 7 .6 178.6
A rth r itis  an d  rh e u m a tis m 7 1 0 -7 1 8 6 0 .6 * 6 .0 17.1 4 8 .6 12 8 .4 197.3
E ye  d is e a s e s , e x c e p t re fra c tiv e 3 6 0 -3 6 9 ,3 7 1 -3 7 9 58 .8 3 3 .5 26 .0 3 2 .8 85 .3 2 2 0 .0
L a c e ra tio n s  _______ ■ _________ 8 7 0 -9 0 7 49.1 5 6 .8 65 .7 4 5 .8 3 5 .3 *3 1 .2
F rac tu re  __ _ _ ___ _____ _________ 8 0 0 -8 2 9 40 .1 4 1 .4 49 .7 39 .7 3 4 .0 *3 1 .0
D ia b e te s  m e llitu s  .  . . . . .  _ _____  _____ 2 5 0 38 .3 * 3 .0 *6 .6 18 .4 79 .7 174 .9
H a y  fe v e r  _ _ _ _ _ ______________507 3 6 .9 5 5 .4 3 1 .9 39.1 21 .7 *2 0 .8
M a lig n a n t n e o p la s m s  __________  __ __ _________ 1 4 0 -2 0 9 3 3 .8 * 2 .8 *3 .9 *1 0 .7 61.1 195.1
R e fra c tiv e  e rro rs  _ _ _ _ ______________3 7 0 3 2 .5 20.1 31 .3 3 4 .9 4 7 .4 *31 .1
In flu e n z a  ________ .  . . .  __ . .  _ ._  . . . ____  4 7 0 -4 7 4 27.1 19 .0 22 .7 3 2 .0 3 3 .9 *3 1 .9
S y n o v it is , bu rs itis , te n o s y n o v it is  .  ._  ._  __ ______________731 26 .9 * 7 .0 *15.1 3 3 .9 4 6 .3 4 7 .2
D iseases  o f s e b a c e o u s  q ia n d s  (acne ) _ _________7 0 6 2 6 .4 *9 .9 7 7 .6 19.8 *1 4 .0 *1 4 .6
F e m a le 3 . . .  _ __ _ . . 3 ,2 3 1 .5 1 ,9 03 .7 2 ,9 0 7 .4 3 ,5 5 7 .3 3 ,8 8 1 .5 4 ,5 9 0 .8
M e d ic a l o r  sp ec ia l e x a m s  ___ ______________Y 0 0 2 4 1 .7 3 6 6 .5 2 5 6 .4 2 5 3 .9 16 6 .9 6 9 .9
P re n a ta l c a re  _ ______ _____ ______________Y 0 6 195 .4 *9 .8 530.1 3 7 6 .9 *3 .1
A c u te  U R I,3 e x c e p t in flu e n z a  _ . _____  _ . . . .  . . _ _____ 4 6 0 -4 6 5 1 8 4 .5 3 2 6 .8 153 .9 149.2 144.2 89.1
M e d ic a l a n d  su rg ica l a f t e r c a r e ________ _ . . .  _ ______________Y 1 0 14 2 .0 6 2 .5 89 .8 183.2 206.1 183.0
H y p e r te n s io n . . .  .  . . . ____  4 0 0 ,4 0 1 ,4 0 3 136.1 2 .2 5.1 53 .9 3 1 2 .0 4 7 8 .8
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs _________ 3 0 0 -3 0 9 121 .8 17 .4 8 3 .5 2 2 4 .7 153 .9 115 .6
A rth r itis  a n d  rh e u m a tis m  ___ _ _________7 1 0 -7 1 8 111.1 * 5 .6 21 .9 64 .2 2 0 6 .2 398.1
H e a rt d is e a s e _____  _____  ______ 3 9 0 -3 9 8 ,4 0 2 ,4 0 4 ,4 1 0 -4 1 4 ,4 2 0 -4 2 9 97 .8 5.7 6.8 22 .6 143 .4 5 0 9 .6
Is c h e m ic  h e a rt d is e a s e  ._  .  __ _ . ________ _________ 4 1 0 -4 1 4 68 .7 *1 .2 *1 .5 9 .0 100 .5 3 8 3 .8
In fe c tio n s  a n d  in f la m m a tio n s  o f  sk in _ __ 6 8 0 -6 9 8 9 0 .9 8 4 .4 94 .2 8 9 .6 8 8 .6 10 5 .5
D iseases  o f  e a r  a n d  m a s to id  p ro c ess  .  . . .  _____ _________3 8 0 -3 8 9 8 6 .0 163 .7 50 .3 58.1 66 .7 78 .0
B ro nch itis , e m p h y s e m a , a s th m a  _ __________________ _________4 9 0 -4 9 3 77 .3 7 1 .6 42 .3 6 2 .8 120 .2 98 .4
E ye d is e a s e s , e x c e p t re fra c tiv e 3 6 0 -3 6 9 ,3 7 1 -3 7 9 77 .2 3 4 .5 28 .4 37 .3 99 .5 28 7 .2
S p ra in s  a n d  s tra in s  _ . . .  . . .  _ ._ _ _____ 8 4 0 -8 4 8 6 0 .6 16 .2 61 .2 8 7 .0 8 5 .3 49 .2
O b e s ity . _ . . .  _ _ _ _ _ _ _  __ ______________2 7 7 58 .6 *6 .6 62 .2 112 .6 71 .2 *1 9 .9
D ia b e te s  m e llitu s  _ . . .  _____ __ ______  . ____ „ ________2 5 0 53 .6 * 4 .8 *7 .2 19.1 10 3 .6 211.1
R efrac tive  e rro rs  _ _ _ ______  . _ __________ 3 7 0 4 9 .5 26 .3 53 .7 4 9 .3 7 1 .8 50 .9
H a y  f e v e r ____  _ _ . . .  __ _ _ . ______________5 0 7 4 4 .4 3 8 .4 4 0 .8 60.1 47.1 *2 3 .3
D ise ases  o f  s e b a c e o u s  g la n d s  (a c n e ) _ __ _________ .......................... 7 0 6 41 .7 16 .4 114.3 50 .3 13 .5 *1 1 .3
C y s t it is .  .  _ _ ._  - _ .  __ _ ___ ___________ ______________5 9 5 3 7 .4 *8 .7 4 4 .2 4 5 .2 50 .6 4 4 .9
M a lig n a n t n e o p la s m s ____  ____  _ _________ _________ 1 4 0 -2 0 9 36.1 * 3 .9 *7 .2 17 .9 7 8 .3 111.8
D is o rd e rs  o f  m e n s tru a tio n  . . . .  __ _ . . . ______________6 2 6 3 5 .8 * 3 .9 64 .3 6 4 .6 30 .7 3.3
M e n o p a u s a l s y m p to m s  . . .  ____ ______________6 2 7 3 5 .4 *3 .2 2 7 .5 121 .6 *2 1 .7
O b s e rv a tio n  w ith o u t n e e d  fo r  fu r th e r  m e d ic a l ca re _____________ 7 9 3 35 .3 2 5 .0 37 .7 50 .7 33.1 *2 3 .2
S y n o v it is , bu rs itis , te n o s y n o v it is  _ __ ______________ ______________731 29 .8 *3 .2 *11 .1 3 0 .8 6 5 .8 4 6 .8
F ra c tu re  _____ _______ _ _ _ __ _ _ _____  8 0 0 -8 2 9 28.1 2 4 .9 *1 4 .8 17.2 3 9 .6 58 .3
D ise ases  o f  b re a s t . . .  _ . __ 61 0 -61 1 2 5 .6 *2 .2 22 .9 4 8 .3 3 2 .6 *16 .1
1 D ia g n o s tic  g ro u p in g s  a n d  c o d e  n u m b e r  in c lu s io n s  a re  b a s e d  o n  th e  Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 B o th  sexes, m a le , a n d  fe m a le  in c lu d e  o ffic e  v is its  to  p h y s ic ia n s  fo r  th e  m o s t c o m m o n  a n d  a ll o th e r  p rin c ip a l d ia g n o s e s .
3 U p p e r  re s p ira to ry  in fec tio n s .
N O T E : R ates a re  b a s e d  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n , e x c lu d in g  A las ka  a n d  H a w a ii.
S O U R C E : D iv is io n  o f  H e a lth  R eso u rces  U tiliz a tio n  S ta tis tic s , N a tio n a l C e n te r fo r  H e a lth  S ta tis tic s : D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C a re  S u rv e y .
278 T a b le  81 O ffic e  v is its  to  p h ys ic ian s , ac co rd in g  to  p h y s ic ia n  s p e c ia lty , a g e  o f p a tie n t, m o s t c o m m o n  p rin c ip a l d iag n o s is , an d  IC D A  co de: U n ite d  S tates,
a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)





























All ages2 2,770.7 100 0 39.8 11.3 9.3 8.4 6.1 20.8 4.3
Acute URI,3 except influenza _______ 460-465 175.6 100.0 57.6 6.9 24 6 1 1 0 9 7.1 1.8
Hypertension ____ 400,401,403 110.9 100.0 58.9 27.7 *0.2 1.6 4.3 5.9 1 4
Heart disease _________ 390-398,402,404,410-414,420-429 103.5 100.0 46 1 36.2 *0.5 *0.2 12.5 2.5 2 0
Ischemic heart disease 410-414 75.1 100.0 47.6 37.4 *0.0 *0 1 10.8 2.3 *1.7
Prenatal care ___________  Y06 101.3 100.0 25.1 *0 3 *0.6 72.9 *0 0 *0.9 *0.3
Neuroses and nonpsychotic disorders ______ 300-309 100.1 100.0 29.7 106 2 2 *1.1 *1.4 3.2 51.8
Arthritis and rheumatism _________710-718 86.7 100.0 55.6 23 6 *1 0 *0.6 2.2 13 9 3.1
Infections and inflammations of skin _________ 680-698 85.1 100.0 42.9 6.6 12.7 *1.2 26.2 9.7 *0.7
Diseases of ear and mastoid process ______ 380-389 84.2 100.0 34.5 4 3 28 7 *0.5 *1.1 29.8 *1.2
Bronchitis, emphysema, asthma 490-493 76.6 100.0 46.8 148 17.8 *0.4 16 0 2.7 *1.5
Sprains and strains .. 840-848 68.6 100.0 51.7 7 4 *2.0 *0.8 *0 7 30.1 7.3
Eye diseases, except refractive 360-369,371-379 68 3 100 0 8.2 2.1 3 0 *0 2 *1.0 84.6 *1.0
Diabetes mellitus ___________ 250 46 2 100.0 59.5 30.2 *1 1 *0.6 *2.9 50 ‘ 0.9
Refractive errors_____ _________ 370 41.3 100.0 *0.7 *2 5 *0.1 »_ *0.1 96.7 * _
Hay fever ___________  507 40.8 100.0 26.3 9.9 17.8 *0 3 34.3 11 1 *0.3
Obesity ____________ 277 38 0 100 0 68.6 12.8 *1.9 4.3 *0.5 73 4.6
Malignant neoplasms _ ________  140-209 35.0 100.0 18.6 28.3 *0 8 *3 6 148 33.4 *0.6
Diseases of sebaceous glands (acne) _____ 706 34.3 100.0 15.6 *1.4 *1.9 *0.9 67.9 12 3 * _
Fracture ________  800-829 33 9 100.0 30.1 *3.3 *4 2 *0.4 *0.4 60.2 *1.3
Lacerations ________  870-907 33 9 100.0 55.7 *3.8 9.5 *0 7 *0.2 24.2 5.8
Synovitis, bursitis, tenosynovitis ____  731 28 4 100.0 44.8 11.2 *1 3 *0.3 *2.0 37.5 *2.9
Influenza ____ 470-474 24.7 100 0 78.5 7.3 8.8 *1.0 *1.0 *2.2 *1.4
Cystitis ___ ____________ 595 23.3 100.0 55.2 6.5 *1.9 7.1 *0.4 28.3 *0.6
Under 15 years2 1,982.1 100.0 31.6 1 7 47 1 1.0 2.9 13.8 2.0
Medical or special exams ____________Y00 360.2 100 0 23.7 *0.7 70.1 0.7 *0.1 3 5 *1.3
Acute URI,3 except influenza ________ 460-465 326.6 100.0 42.5 2 0 49.8 0.6 *0.0 3.3 1.8
Diseases of ear and mastoid process ________ 380-389 169.1 100.0 28.5 *0.7 54.8 0.3 *0.6 14.2 *1.0
Infective and parasitic diseases ________ 000-136 151.8 100.0 36.1 *2.3 48.7 0.8 7.3 *3.4 *1.3
Infections and inflammations of skin ________ 680-698 91.9 100 0 39.2 *1.8 43.3 1.4 10.9 *2.8 *0.6
Bronchitis, emphysema, asthma 490-493 83.9 100.0 29.2 *2.2 58 1 0.5 7.7 *1.3 *1.1
Hay fever ____________507 47 1 100.0 19.5 *4.4 48.8 02 21.7 *5.3 *0.2
15-24 years2 2,259.0 100 0 42.2 6.0 3.6 18.0 7 8 18.0 4.4
Prenatal care ____________Y06 270 4 100 0 30.4 *0.4 *0.4 67.3 *0.0 *1.1 *0 4
Medical or special exams ____ ___________ Y00 196.7 100.0 49.0 6.2 7.4 24.2 *0.3 10.9 *2.0
Acute URI,3 except influenza ________ 460-465 138.0 100.0 73.3 8.3 6.3 *2.0 *1.0 8.1 *0.9
D ise ase  o f  s e b a c e o u s  g la n d s  (acne ) _______________  7 0 6 9 6 .3 10 0 .0 11 .6 * 0 .5 *1 .5 *1 .1 8 1 .6 *3 .7 * _
In fe c tio n s  a n d  in f la m m a tio n s  o f  skin ___________  6 8 0 -6 9 8 7 9 .0 1 0 0 .0 47 .1 *6 .7 *3 .4 *0 .8 28.1 13 .4 *0 .5
S p ra in s  a n d  s tra in s ________ 8 4 0 -8 4 8 7 7 .2 1 0 0 .0 59 .2 *4 .5 *1 .5 *1 .0 *0 .4 2 7 .5 *5 .8
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs ___________  3 0 0 -3 0 9 6 9 .6 10 0 .0 29 .7 *6 .1 *3 .0 *1 .3 *0 .3 *2 .8 56 .9
2 5 -4 4  y e a rs 2 ■ 2 ,7 9 4 .2 10 0 .0 3 8 .4 9 .5 0 .4 16.8 5.6 21 .7 7 .5
P re n a ta l ca re __________  .  Y 0 6 1 9 5 .0 1 0 0 .0 19 .0 *0 .1 *0 .1 8 0 .0 * 0 .6 *0 .2
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs __________  3 0 0 -3 0 9 1 8 2 .8 1 0 0 .0 2 1 .6 7 .5 *0 .1 *1 .7 *1 .3 *2 .3 65 .6
M e d ic a l o r sp ec ia l e x a m s ________________ Y 0 0 1 7 5 .5 1 0 0 .0 36.1 9.3 *0 .6 4 0 .2 *1 .4 11 .0 *1 .4
A c u te  U R I.3 e x c e p t in flu e n za ___________ 4 6 0 -4 6 5 13 1 .3 10 0 .0 71 .3 11.1 *0 .9 *1 .6 *1 .4 11 .9 *1 .7
S p ra in s  an d  s tra in s  __ _ _ ____ ___  8 4 0 -8 4 8 10 4 .7 10 0 .0 4 5 .8 6 .6 *0 .7 *0 .8 *0 .7 3 7 .4 7 .9
In fe c tio n s  a n d  in f la m m a tio n s  o f  sk in __________  6 8 0 -6 9 8 7 8 .9 10 0 .0 47 .1 7.7 *0 .4 *1 .7 30 .8 11 .9 *0 .5
O b e s ity  . . .  _____ 7 0 .6 10 0 .0 68 .7 10 .8 *0 .3 *5 .6 *0 .3 8.1 *6 .2
A rth r it is  a n d  rh e u m a tis m  . . . _____ ______7 1 0 -7 1 8 5 6 .6 10 0 .0 5 6 .0 23 .0 *0 .5 *2 .5 14 .8 *3 .2
H y p e rte n s io n  _ . .  . . . .  4 0 0 ,4 0 1 ,4 0 3 54.1 10 0 .0 52 .8 31 .7 *0 .2 *3 .4 *4 .7 *5 .7 *1 .4
B ro n c h itis , e m p h y s e m a , as th m a _______  .  4 9 0 -4 9 3 5 1 .4 10 0 .0 54 .9 16 .6 *2 .2 *0 .6 19 .0 *3 .5 *3 .3
H a y  fe v e r  . . . . . ________ _____ 507 4 9 .9 10 0 .0 30.1 *1 0 .4 *4 .5 *0 .5 4 0 .5 14.1 * _
D iseases  o f  e a r  a n d  m a s to id  p ro c ess —  3 8 0 -3 8 9 4 9 .3 10 0 .0 4 5 .6 *6 .7 *0 .5 *0 .7 *0 .9 4 4 .7 *0 .9
4 5 - 6 4  y e a rs 2 _ . . . 3 ,3 7 7 .2 100 .0 43 .1 17.1 0 .3 3 .9 6 .9 24 .7 4.1
H y p e rte n s io n  _________ ______  4 0 0 ,4 0 1 ,4 0 3 2 6 9 .9 10 0 .0 57 .9 29.1 *0 .1 *1 .3 4 .4 6.0 *1 .2
A rth r it is  an d  rh e u m a tis m  __ _______  .7 1 0 - 7 1 8 169.1 10 0 .0 57 .2 22 .3 *0 .7 *0 .4 *1 .7 15 .6 *2 .0
Is c h e m ic  h e a rt d is e a s e  _ . . . .  _____ 4 1 0 -4 1 4 14 5 .3 10 0 .0 4 4 .0 3 9 .4 *0 .1 *0 .2 12.4 *3 .1 *0 .8
M e d ic a l o r  sp e c ia l e x a m s ________________Y 0 0 1 2 5 .9 10 0 .0 40 .2 16 .5 *0 .2 24 .4 *1 .3 16 .0 *1 .4
N e u ro s e s  an d  n o n p s y c h o tic  d is o rd e rs ___________  3 0 0 -3 0 9 1 2 4 .6 1 0 0 .0 3 9 .4 14 .9 *0 .0 *0 .3 *2 .0 * 4 .5 3 8 .9
A c u te  U R I,3 e x c e p t in flu e n za ___________ 4 6 0 -4 6 5 121 .7 10 0 .0 70.1 12.4 *1 .0 *0 .9 *2 .6 10 .0 *3 .0
B ro nc h itis , e m p h y s e m a , as th m a __________ 4 9 0 -4 9 3 1 0 9 .4 100 .0 54 .7 21 .7 *0 .9 *0 .3 18.1 * 2 .9 *1 .5
E ye  d iseas es , e x c e p t re fra c tiv e  . . .  _ 3 6 0 -3 6 9 ,3 7 1 -3 7 9 9 2 .7 10 0 .0 *6 .4 *2 .6 *0 .2 * _ *1 .2 8 9 .2 *0 .4
D ia b e te s  m e llitu s  ._  _________ ________________ 2 5 0 9 2 .2 10 0 .0 57 .0 3 2 .9 *0 .1 *0 .1 *3 .4 * 5 .9 *0 .6
S p ra in s  a n d  s tra in s ___________ 8 4 0 -8 4 8 89 .1 10 0 .0 54 .2 9.7 *0 .4 *0 .7 *1 .0 2 6 .0 8 .0
In fe c tio n s  an d  in f la m m a tio n s  o f sk in  . ___________  6 8 0 -6 9 8 8 5 .5 10 0 .0 3 8 .8 8 .8 *0 .5 *0 .8 3 8 .4 11.2 *1 .5
M a lig n a n t n e o p la s m s  __________ ___________  1 4 0 -2 0 9 70 .1 10 0 .0 17.1 31 .4 # _ 2 .9 14 .6 33.1 *0 .9
M e n o p a u s a l s y m p to m s  . . .  . __________ ______62 7 6 3 .6 1 0 0 .0 56 .3 11.6 24.1 *0 .3 *4 .0 *3 .7
D iseases  o f  e a r  a n d  m a s to id  p rocess ___________  3 8 0 -3 8 9 61.1 1 0 0 .0 3 5 .9 *9 .2 0 .6 *3 .3 50 .8 *0 .3
S y n o v it is , b u rs itis , te n o s y n o v it is ________________731 5 6 .5 1 0 0 .0 4 5 .9 13.2 * _ *0 .5 *2 .1 3 6 .8 *1 .6
6 5  y e a rs  a n d  o v e r 2. .  .  _______ 4 ,3 5 6 .6 1 0 0 .0 4 4 .0 20 .8 *0 .2 1.4 7.2 24.1 2 .3
Is c h e m ic  h e a rt d is e a s e  _______________ ...................... 4 1 0 -4 1 4 4 0 0 .9 1 0 0 .0 4 9 .5 3 6 .3 *0 .0 * — 10 .0 *1 .7 *2 .4
H y p e rte n s io n  _________________________ ______  4 0 0 ,4 0 1 ,4 0 3 3 8 5 .2 1 0 0 .0 6 2 .6 24.1 *0 .3 *1 .3 4.1 6 .0 *1 .6
A rth r itis  a n d  rh e u m a tis m  _____  .  __ _______  .7 1 0 - 7 1 8 3 1 5 .5 1 0 0 .0 54 .5 25 .7 *0 .4 *0 .4 *2 .9 11 .6 4 .4
Eye d iseas es , e x c e p t re fra c tiv e 3 6 0 -3 6 9 ,3 7 1 -3 7 9 2 5 9 .5 1 0 0 .0 *4 .1 *2 .0 # _ *0 .1 *0 .6 92 .7 *0 .5
D ia b e te s  m e llitu s ________________2 5 0 19 6 .2 10 0 .0 6 4 .0 2 6 .9 *0 .4 *0 .4 *2 .4 *4 .7 *1 .3
M a lig n a n t n e o p la s m s . . .  . . . .  1 4 0 -2 0 9 146.1 1 0 0 .0 2 0 .8 2 5 .4 * _ *1 .8 16 .3 3 5 .6 *0 .0
B ro n c h itis , e m p h y s e m a , a s th m a ___________  4 9 0 -4 9 3 1 3 1 .4 1 0 0 .0 5 2 .0 25 .2 *0 .5 *0 .1 18 .3 *3 .1 *0 .8
1 D ia g n o s tic  g ro u p in g s  a n d  c o d e  n u m b e r  in c lu s io n s  a re  b a s e d  o n  th e  Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
1 A ll a g e s  a n d  a g e  g ro u p s  in c lu d e  o ffic e  v is its  to  p h y s ic ia n s  fo r  th e  m o s t c o m m o n  a n d  all o th e r  p r in c ip a l d iag n o se s .
, 1 U p p e r  re s p ira to ry  in fection s .
N O T E : R a te s  a re  b a s e d  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n , e x c lu d in g  A las ka  a n d  H a w a ii. '
S O U R C E : D iv is io n  o f  H e a lth  R eso u rces  U tiliz a tio n  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C a re  S u rv e y .
280 T a b le  82 . O ffic e  v is its  to  p h ys ic ian s , ac cord in g  to  p rio r v is it s ta tu s , se rio u sn ess  o f  p ro b le m , a g e  o f  p a tien t, m o s t c o m m o n  p rin c ip a l d ia g n o s is , and  IC D A  co d e : U n ite d
S ta tes , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)




















All ages2 2,770.7 14.6 62.2 23.2 19.2 32.3 48.5
Acute URI,3 except influenza __________460-465 175.6 14.2 39.3 46.5 7.9 41.1 51.0
Hypertension ______ 400,401,403 110 9 4.9 89.3 5.9 22.3 46.3 31.4
Heart d is e a s e ____ ___ 390-398,402,404,410-414,420-429 103 5 5.3 86.4 83 50.6 33.4 16.0
Ischemic heart disease __________410414 75.1 4.9 88.0 7 1 52.2 32.8 14.9
Prenatal care _____________ Y06 101 3 8.2 84.4 7 5 3.7 7.1 89 2
Neuroses and nonpsychotic disorders __________ 300-309 100.1 10.6 77.3 12.1 41.6 30.6 27.8
Arthritis and rheumatism _________ 710-718 86.7 10.0 72.5 17.5 21.6 42.3 36.1
Infections and inflammations of skin _________  680-698 85.1 19.0 47.1 33.9 11 5 34.3 54.3
Diseases of ear and mastoid process __________ 380-389 84.2 18.8 48.7 32.5 15.0 45.8 39.3
Bronchitis, emphysema, asthma _________ 490493 76.6 9.3 71.3 19.4 26.2 47.8 26.0
Sprains and strains __________840-848 68.6 19.7 52.0 28.3 12.9 44.2 42.9
Eye diseases, except refractive 360-369,371-379 68.3 21.9 62.8 15.3 29.4 35.4 35.2
Diabetes mellitus _____________ 250 46 2 4.0 88.4 7 5 41.4 34.4 24 3
Refractive errors _____________ 370 41 3 38.8 51.4 9.8 *2.5 9.5 88.0
Hay fe v e r__ _____________ 507 40.8 8.2 83.3 8.6 6.2 36.8 57.0
O besity____ _____________ 277 38.0 17 6 73.1 9.3 9.4 30.0 60.6
Malignant neoplasms _________  140-209 35.0 93 81.0 9.7 75.4 13.6 11.0
Diseases of sebaceous glands (acne) _____________ 706 34.3 18.2 65.6 16.1 6.7 27.2 66.2
Fracture ___ _________  800-829 33.9 16.9 64.9 18.2 28.3 44.7 27.0
Lacerations _________  870-907 33.9 26.0 37 1 36.8 17.0 30.8 52.2
Synovitis, bursitis, tenosynovitis _____ 731 28.4 17.0 49 1 33.9 10.5 41.9 47.6
Influenza ________  470-474 24.7 11.4 26.2 62.3 10.2 56.6 33.2
Cystitis ___________  595 23 3 13.0 52.1 34.9 12.6 55.9 31.5
Under 15 years2 1,982.1 14.5 51.4 34.1 11.3 31.6 57.1
Medical or special exams ____________ Y00 360.2 10.9 65.0 24.1 0.8 2.8 96.5
Acute URI,3 except influenza ............. 460-465 326.6 12.5 42.0 45.5 8.8 43.8 47.4
Diseases of ear and mastoid process _________  380-389 169.1 12.7 53.7 33.6 14.7 52.1 33.2
Infective and parasitic diseases _________ 000-136 151.8 18.3 30.7 51.1 11.5 39.0 49.4
Infections and inflammations of skin ________  680-698 91.9 17.5 41.0 41.5 10.5 31.9 57.6
Bronchitis, emphysema, asthma ________ 490-493 83.9 6.9 66.3 26.8 16.5 55.0 28.5
Hay fever ____________ 507 47.1 *5.5 *85.6 8.9 *6.8 34.7 58.5
15-24 years2 2,259.0 20.9 53.6 25.6 12.2 27.8 59.9
Prenatal care ____________ Y06 270.4 9.6 83.2 7.2 3.7 6.7 89.6
Medical or special exams ____________ Y00 196.7 31.7 39.6 28.7 *1.6 *3 3 95.1
Acute URI,3 except influenza ________ 460465 138.0 20.3 32.5 47.1 6.2 34.4 59.4
281
D iseases  o f  s e b a c e o u s  g la n d s  (acne ) _________________ 7 0 6 9 6 .3 16 .9 10 .3 7 2 .8 * 6 .5 28 .7 64 .8
In fe c tio n s  a n d  in fla m m a tio n s  o f  sk in ____________  6 8 0 -6 9 8 7 9 .0 2 1 .5 3 3 .0 4 5 .4 *9 .5 29 .4 61.1
S p ra in s  a n d  s tra in s ____ ___  8 4 0 -8 4 8 7 7 .2 22 .8 35 .2 4 2 .0 * 8 .9 4 3 .4 4 7 .8
N e u ro s e s  a n d  n o n p s y c h o tic  d iso rd e rs ._  _____  3 0 0 -3 0 9 6 9 .6 15 .0 13.2 7 1 .8 41 .7 35 .2 23.1
2 5 -4 4  y e a rs 2 _ . . .  __ 2 ,7 9 4 .2 17 .7 59 .9 2 2 .4 17 .4 30 .7 51 .9
P re n a ta l c a re  .  _ __ _ _.  .  . . .  . .  Y 0 6 1 9 5 .0 6 .6 86 .3 7.1 3 .5 7 .5 8 9 .0
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs  . . . .  ______  3 0 0 -3 0 9 1 8 2 .8 9 .5 8 1 .6 8 .9 50.1 28.1 21 .7
M e d ic a l o r  sp ec ia l e x a m s . .  .  . . .  . . _________________ Y 0 0 17 5 .5 23.1 54 .2 2 2 .7 1.0 3 .9 95.1
A c u te  U R I,3 e x c e p t in flu e n za  _ . . . ____ ___________  4 6 0 -4 6 5 13 1 .3 17 .5 3 6 .0 4 6 .6 6 .0 39 .5 54 .5
S p ra in s  a n d  s tra in s  . . . . ______ ______ ____________ 8 4 0 -8 4 8 1 0 4 .7 22.1 56 .3 2 1 .6 13.3 4 7 .6 39.1
In fe c tio n s  a n d  in fla m m a tio n s  o f sk in  ._ ____________ 6 8 0 -6 9 8 7 8 .9 23 .4 4 7 .5 29.1 10 .0 3 3 .0 57.1
O b e s ity  _ . . .  __ ______________ _________________ 2 7 7 7 0 .6 19 .0 71.1 9 .9 9 .4 29 .2 61 .4
A rth r itis  an d  rh e u m a tis m  ._  ___________ _______  . .7 1 0 - 7 1 8 5 6 .6 17.2 59 .0 23 .8 25 .3 35 .7 39 .0
H y p e rte n s io n  __________ _____  __ . . 4 0 0 .4 0 1 .4 0 3 54.1 *9 .9 *8 2 .9 7 .2 25 .7 44 .3 30 ,0
B ro n c h itis , e m p h y s e m a , as th m a  . . . ___________  4 9 0 -4 9 3 51 .4 17 .5 61 .4 21.1 19.7 51 .4 28 .9
H a y  fe v e r  ________ ____ ________________  50 7 4 9 .9 * 9 .9 *8 0 .4 9.7 *5 .7 4 0 .3 54 .0
D ise ases  o f  e a r  an d  m a s to id  process  ___ ____________ 3 8 0 -3 8 9 4 9 .3 3 0 .5 35 .9 3 3 .6 16 .5 41 .3 42 .3
4 5 -6 4  y e a rs 2 _____  _ _ . 3 ,3 7 7 .2 11 .8 68 .9 19.2 24 .2 35 .3 4 0 .4
H y p e rte n s io n  ________ __ _ _____  4 0 0 ,4 0 1 ,4 0 3 2 6 9 .9 4 .6 90 .3 5.1 21 .8 4 8 .3 29 .8
A rth r itis  a n d  rh e u m a tis m  ______  . ___________  7 1 0 -7 1 8 169.1 10 .9 71 .5 17 .6 21 .3 4 4 .5 34 .2
Is c h e m ic  h e a rt d iseas e  _ _______  .  _____________ 4 1 0 -4 1 4 145 .3 7 .2 87 .2 5 .6 55 .0 29 .7 15.3
M e d ic a l o r  sp ec ia l e x a m s _____  . . _________________ Y 0 0 1 2 5 .9 14 .5 65.1 2 0 .4 *2 .2 6 .0 91 .8
N e u ro s e s  a n d  n o n p s y c h o tic  d iso rd e rs  _ _____  _____ 3 0 0 -3 0 9 1 2 4 .6 9.7 7 5 .5 14.7 3 3 .4 3 1 .9 34 .7
A c u te  U R I,3 e x c e p t in flu e n za  __________ _________ .  4 6 0 -4 6 5 121 .7 10 .9 40 .3 4 8 .7 9.3 4 0 .7 50 .0
B ro nc h itis , e m p h y s e m a , as th m a  _ . .  . ____________ 4 9 0 -4 9 3 1 0 9 .4 9.1 7 6 .5 14 .4 31 .2 4 5 .0 23 .7
E ye d is e a s e s , e x c e p t re frac tive  . . . ___ . . .  3 6 0 -3 6 9 ,3 7 1 -3 7 9 92 .7 17 .8 67.1 15 .2 3 3 .5 36 .3 30 .2
D ia b e te s  m e llitu s  ____  _ ______ . . .  . .  .  ._  2 5 0 9 2 .2 * 3 .5 *8 9 .0 7 .5 4 5 .5 34 .4 20.1
S p ra in s  a n d  s tra in s  _________ _ . . . .  _______  8 4 0 -8 4 8 89 .1 15 .0 58 .3 2 6 .7 15.3 4 4 .5 4 0 .2
In fe c tio n s  a n d  in fla m m a tio n s  o f sk in  ___ 6 8 0 -6 9 8 8 5 .5 16 .5 52 .6 3 0 .9 15.3 4 1 .7 4 3 .0
M a lig n a n t n e o p la s m s  . . .  _ . . . 1 4 0 -2 0 9 70.1 *9 .2 8 0 .5 10 .2 7 5 .4 12.3 12.3
M e n o p a u s a l s y m p to m s  ______  ____ _____  _ . .  62 7 6 3 .6 *6 .1 8 2 .4 11 .5 *3.3 18 .5 78 .2
D ise ases  o f  e a r  a n d  m a s to id  p rocess ____________ 3 8 0 -3 8 9 61 .1 2 2 .9 4 8 .8 2 8 .3 15.3 39 .4 45 .3
S y n o v it is , b u rs itis , te n o s y n o v it is  . . . _________________731 5 6 .5 18 .2 4 8 .6 3 3 .2 *1 1 .8 4 2 .8 4 5 .4
6 5  y e a rs  a n d  o v e r2 _____  . . .  _ . 4 ,3 5 6 .6 8 .0 7 5 .9 16.1 29 .5 35 .2 35 .3
Is c h e m ic  h e a r t d is e a s e  ______  _ . ____________ 4 1 0 -4 1 4 4 0 0 .9 *2 .4 8 9 .8 7 .8 4 9 .2 3 5 .6 15.2
H y p e rte n s io n  . . .  ._  _ . . .  _ . . .  _ . . .  .  4 0 0 ,4 0 1 ,4 0 3 3 8 5 .2 *3 .0 90 .7 6 .3 21 .3 4 4 .8 33 .8
A rth r itis  a n d  r h e u m a t is m ____ __ _ _________ .7 1 0 - 7 1 8 3 1 5 .5 5.0 8 2 .4 12 .6 21.1 4 3 .0 3 5 .9
E ye d is e a s e s , e x c e p t re frac tive  __ .  . . 3 6 0 -3 6 9 ,3 7 1 -3 7 9 2 5 9 .5 16 .3 72 .7 11 .0 3 4 .7 3 1 .0 34 .3
D ia b e te s  m e llitu s  . . .  _ .  ._  ___ __________ . . . . 2 5 0 19 6 .2 *3 .0 *9 0 .0 6 .9 3 6 .4 34 .3 29 .3
M a lig n a n t n e o p la s m s  ______  _____ . . . .  1 4 0 -2 0 9 146.1 * 6 .9 83 .3 9.9 77.1 14 .8 *8 .1
B ro nc h itis , e m p h y s e m a , a s th m a  .  . ........................ 4 9 0 -4 9 3 1 3 1 .4 * 4 .5 *8 4 .9 10 .6 4 2 .4 38 .2 19.5
1 D ia g n o s tic  g ro u p in g s  a n d  c o d e  n u m b e r  in c lu s io n s  a re  b a sed  o n  th e  Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 A ll ag es  an d  ag e  g ro u p s  in c lu d e  o ffic e  v is its  to  p h ys ic ian s  fo r  th e  m o s t c o m m o n  an d  all o th e r  p rin c ip a l d ia g n o s e s .
3 U p p e r  re s p ira to ry  in fection s .
N O T E : R ates  a re  based  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n , ex c lu d in g  A laska  a n d  H a w a ii.
S O U R C E : D iv is io n  o f H e a lth  R e s o u rc e s  U tiliza tio n  S ta tis tics , N a tio n a l C e n te r fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C are  S u rv e y .
282 T a b le  83 . O ffic e  v is its  to  p h ys ic ian s , a c c o rd in g  to  s e le c te d  d ia g n o s tic  a n d  th e ra p e u tic  s e rv ice  p ro v id e d , a g e  o f  p a tie n t, m o s t c o m m o n  p rin c ip a l d ia g n o s is , a n dIC D A  co d e : U n ite d  S ta tes , a v e ra g e  an n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)
Age of patient, most common principal 























All ages' _ 2,770 7 16.3 33.2 22.8 43.6 12.9 176
Acute URI,4 except influenza ____460-465 175.6 11.5 20.5 19.9 80.4 7.2 28.1
Hypertension _ _ . 400,401,403 110.9 12.8 79.9 20.6 61.0 14.6 9.7
Heart disease 390-398,402,404,410-414,420-429 103.5 17.3 74.0 25.4 55.2 17.4 12.4
Ischemic heart disease . . .  410-414 75.1 16.2 76.6 25.4 55.6 18.2 11.8
Prenatal care ____  . ________Y06 101 3 13.7 73.9 59.7 16.5 10.0 1.6
Neuroses and nonpsychotic disorders __ _____ 300-309 100.1 10.8 25.1 9.4 37.2 15.4 8.3
Arthritis and rheumatism . _ ____ 710-718 86 7 13.5 42.9 186 53.2 12.9 28.8
Infections and inflammations of skin ____ 680-698 85.1 83 16.0 11.0 63.5 13.1 27.9
Diseases of ear and mastoid process ____ 380-389 84.2 12 0 12.3 7 1 65.9 9.5 13.4
Bronchitis, emphysema, asthma ____ 490-493 76.6 12.2 32.8 11.6 63 4 12.1 40.9
Sprains and strains _ __ . . 840-848 68.6 104 20 1 5.9 38.6 165 8.9
Eye diseases, except refractive _ 360-369,371-379 683 13.5 5.3 3.7 33.6 7.5 2.3
Diabetes mellitus ___  __ ________ 250 46.2 16.3 66.7 71.6 45.3 21.3 13.7
Refractive errors __  .. _ ________ 370 41.3 20.7 *1.5 *1.6 *2.5 *2.6 *0.1
Hay fever _ ____  _ ________507 40.8 6.9 9.2 4.8 31.9 10.3 68.2
Obesity . ________277 38 0 19.2 67 2 21 2 63.6 31.1 14.8
Malignant neoplasms . .  __ ____ 140-209 35 0 13.8 31.9 35.3 27.2 12.8 18.7
Diseases of sebaceous glands (acne) ________706 34 3 5.3 4.9 *4.1 56.8 15.9 6.2
Fracture ___ ____ 800-829 33.9 5.9 10.2 *1 2 12.9 14.3 *2.3
Lacerations ___  ___ ____ 870-907 33.9 *2 9 7 5 *1.4 19.8 6.4 24.7
Synovitis, bursitis, tenosynovitis . ________ 731 28.4 9.3 22 4 8.0 44.0 13.8 38.5
Influenza . ___ ___  470-474 24.7 9.9 26.3 14.0 79.8 7 7 46.1
Cystitis _ . .  __ ________595 23.3 14.9 32.6 71.4 70.4 10.0 9.2
Under 15 years' __ 1,982.1 22 6 7.8 168 41.4 13.1 26.2
Medical or special exams ________Y00 360.2 59.8 15.2 23.6 6.1 17.9 51.5
Acute URI,4 except influenza _ ____ 460-465 326.6 14.1 48 23.6 78.2 7.7 22.2
Diseases of ear and mastoid process . ____380-389 169.1 13.0 *2.2 6.6 72.3 9.7 14.4
Infective and parasitic diseases _ ____ 000-136 151.8 17.6 6.8 27.1 54.6 14.0 142
Infections and inflammations of skin ____ 680-698 91.9 7.7 *2.6 6.7 60.1 13.1 31 6
Bronchitis, emphysema, asthma ____ 490-493 83 9 11.9 *2.8 8.1 63.0 11 8 45.1
Hay fever ___ ________507 47.1 *7.7 *1.2 *4.3 27.5 *106 67.8
15-24 years' . . . 2,259.0 15.5 31.8 27.1 42 2 12.0 12.5
Prenatal care ___  _ ________ Y06 270.4 13.8 74.5 62.1 17.2 10.2 *1.4
Medical or special exams ____  _________Y00 196.7 44.3 49.9 52.0 23.1 8.6 8.0
Acute URI,4 except influenza ___ . . .  460-465 138.0 10.1 27.2 21.3 83.7 5.8 32.3
D ise ases  o f  se b a c e o u s  g la n d s  (acne ) ________________ 7 0 6 96 .3 4 .3 *2 .4 * 3 .5 66.1 17 .2 *5 .8
In fe c tio n s  a n d  in fla m m a tio n s  o f  sk in  ___________ 6 8 0 -6 9 8 7 9 .0 *6 .9 13 .2 * 6 .8 6 1 .0 10 .9 31.1
S p ra in s  a n d  s tra in s  __ . .  __ __________ 8 4 0 -8 4 8 77 .2 *6 .9 15 .4 * 4 .8 43.1 21 .7 * 5 .9
N e u ro s e s  a n d  n o n p s y c h o tic  d iso rd e rs ______  . 3 0 0 - 3 0 9 6 9 .6 *1 1 .0 18.8 *1 0 .3 3 5 .9 14.3 *3 .1
2 5 -4 4  y e a rs 11 __________________ 2 ,7 9 4 .2 15.8 3 4 .3 2 4 .5 4 2 .0 12 .8 13 .0
P re n a ta l ca re  _ . . .  _ ________________ Y 0 6 195 .0 12 .6 74 .0 5 7 .6 15 .2 9 .4 *1 .0
N e u ro s e s  a n d  n o n p s y c h o tic  d isorders^ ______  .  3 0 0 -3 0 9 182 .8 6.8 17 .5 5.9 2 9 .9 12 .3 5.3
M e d ic a l o r  s p ec ia l e x a m s  _______ __ _______________Y 0 0 17 5 .5 4 7 .4 57 .7 59 .3 21 .3 8 .8 *2 .4
A c u te  U R I4, e x c e p t in flu e n za __________ 4 6 0 -4 6 5 131 .3 8 .9 32 .3 16 .5 8 4 .0 6 .5 3 0 .0
S p ra in s  a n d  s tra in s  _ .  _ ______  . __________ 8 4 0 -8 4 8 104.7 12.4 16 .9 *5 .1 40.1 18.1 7 .6
In fec tio n s  a n d  in fla m m a tio n s  o f skin __________ 6 8 0 -6 9 8 78 .9 8.2 17 .0 14 .8 6 7 .4 13 .0 22 .7
O b e s i t y ____ _______________  _ _ _ _______________27 7 70 .6 17.4 67 .4 18 .5 64 .0 32 .3 15 .5
A rth r itis  a n d  rh e u m a tis m __________ 7 1 0 -7 1 8 56 .6 16.6 32 .3 17 .5 52 .7 14.8 2 3 .8
H y p e rte n s io n  _____ .  . . .  __ _____  4 0 0 ,4 0 1 ,4 0 3 54.1 15.0 81 .2 23 .7 56 .9 16 .8 * 8 .9
B ro nch itis , e m p h y s e m a , a s th m a __________ 4 9 0 -4 9 3 51 .4 15.2 35 .5 11 .5 62.1 15 .0 39 .7
H a y  fe v e r  _ _  _______ _______________507 4 9 .9 *5 .0 *1 0 .4 *4 .4 3 3 .4 11 .5 69 .8
D iseases o f  e a r  a n d  m a s to id  p rocess _________ 3 8 0 -3 8 9 49 .3 12.2 19.2 *6 .0 6 6 .4 *9 .2 *1 0 .3
4 5 - 6 4  y e a rs :l __________  _ 3 ,3 7 7 .2 15.1 41 .2 2 1 .9 4 5 .9 13 .6 18 .5
H y p e rte n s io n  _____________  ___________ _____  4 0 0 ,4 0 1 ,4 0 3 2 6 9 .9 13.6 78 .8 19 .3 61 .6 15.8 9.2
A rth r itis  a n d  rh e u m a tis m  _____________ __________ 7 1 0 -7 1 8 169.1 12.0 4 0 .6 17 .6 54 .9 12.5 29 .7
Is c h e m ic  h e a rt d iseas e  _________. . . __________ 4 1 0 -4 1 4 145.3 18.1 78 .6 24 .8 51 .0 18.1 8.2
M e d ic a l o r  sp ec ia l e x a m s  . _______________Y 0 0 125 .9 52 .4 59  8 58 .6 18.4 9.0 *4 .1
N e u ro s e s  an d  n o n p s y c h o tic  d is o rd e rs __________ 3 0 0 -3 0 9 12 4 .6 12.8 32 .8 10 .5 46 .2 17.2 13.3
A c u te  U R I,4 e x c e p t in flu e n za __________ 4 6 0 -4 6 5 121.7 9.6 40 .4 13 .9 8 0 .0 7.2 39.1
B ro n c h itis , e m p h y s e m a , a s th m a  . __________ 4 9 0 -4 9 3 109 .4 11.5 4 6  1 13 .7 63 .8 11.0 4 0 .2
Eye d iseas es , e x c e p t re fra c tiv e 3 6 0 -3 6 9 ,3 7 1 -3 7 9 92.7 13 .9 8.1 *3 .5 3 1 .8 *7 .4 * 3 .0
D ia b e te s  m e llitu s  _ . . . _______________2 5 0 92 .2 18.1 69 .2 68.1 50.1 25.1 12 .2
S p ra in s  a n d  s tra in s  _ _ . . .  . . . __________ 8 4 0 -8 4 8 89.1 11 .0 28 .6 *6 .8 36 .8 11.3 12 .9
In fe c tio n s  a n d  in fla m m a tio n s  o f skin _________ 6 8 0 -6 9 8 8 5 .5 *7 .6 22 .9 12 .6 66 .8 15.1 2 6 .6
M a lig n a n t n e o p la s m s  _ _ _ _________:-14 0 -2 0 9 70.1 15.6 30.1 34.1 28.1 13.4 22 .2
M e n o p a u s a l s y m p to m s ____________ 62 7 63 .6 19.3 50.3 24 .0 39 .7 17.4 58 .5
D iseases  o f  e a r  an d  m a s to id  process _________ 3 8 0 -3 8 9 61.1 13 .5 26 .3 *8 .8 58 .9 *9 .9 12.2
S y n o v it is , b u rs itis , t e n o s y n o v it is _____ _______________731 56 .5 * 1 0 .9 22 .6 * 6 .9 4 6 .4 ‘ 10 .6 4 2 .9
6 5  y e a rs  a n d  o v e r 1____________ 4 ,3 5 6 .6 13 .0 4 8 .5 24.1 46 .2 12.8 18 .4
Is c h e m ic  h e a rt d iseas e  . . .  _ ____ __________ 4 1 0 -4 1 4 4 0 0 .9 14.3 75.1 25 .7 58 .5 17.1 14 .6
H y p e rte n s io n  __________________________ _____  4 0 0 ,4 0 1 ,4 0 3 38 5 .2 10.1 80 .8 21.1 61 .5 11.4 10 .5
A rth r itis  a n d  rh e u m a tis m  _ _________ __________ 7 1 0 -7 1 8 3 1 5 .5 13 .4 52 .6 2 0 .6 52 .5 12.7 3 1 .6
Eye d iseas es , e x c e p t re fra c tiv e  ______ 3 6 0 -3 6 9 ,3 7 1 -3 7 9 2 5 9 .5 14.2 *4 .0 *3 .9 25 .0 7 .4 *1 .1
D iab e te s  m e llitu s  . . .  __ _____________ _______________2 5 0 196.2 12.4 66 .7 74 .3 4 3 .5 17 .0 16.7
M a lig n a n t n e o p la s m s  _____  .  __ ____  . . . 1 4 0 - 2 0 9 146.1 11 .9 33 .8 3 4 .8 2 8 .9 10.2 15 .9
B ro nc h itis , e m p h y s e m a , a s th m a  _____ __________ 4 9 0 -4 9 3 131.4 11.7 57 .5 14 .3 64.1 14 .0 3 5 .5
1 D ia g n o s tic  g ro u p in g s  an d  c o d e  n u m b e r  in c lu s io n s  a re  based  o n  th e  Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
* M o re  th a n  o n e  s e rv ic e  w a s  p o ss ib le .
:l A ll a g e s  an d  a g e  g ro u p s  in c lu d e  o ffic e  v is its  to  p h ys ic ian s  fo r  th e  m o s t c o m m o n  a n d  all o th e r p r in c ip a l d iag n o se s .
4 U p p e r  re s p ira to ry  in fection s .
N O T E : R ates a re  b a sed  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n , e x c lu d in g  A laska  an d  H a w a ii.
S O U R C E : D iv is io n  o f  H e a lth  R eso u rces  U tiliz a tio n  S ta tis tics , N a tio n a l C e n te r  fo r  H e a lth  S tatistics: D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C are  S u rv e y .
284 T a b le  8 4 . O ffice  v is its  to  ph ys ic ian s , ac co rd in g  to  d u ra tio n  o f v is it, ag e  o f p a tie n t, m o st c o m m o n  p rin c ipa l d ia g n o s is , a n d  IC D A  code: U n ite d  S ta tes , a v e ra g ea n n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)



















All ages ' 2,770 7 15.1 31.5 26.6 19.5 5.5
Acute URI,4 except influenza __________460-465 175.6 21.0 45.4 23.8 88 *0.6
Hypertension ______  400,401,403 110.9 13.8 32.5 30.7 17.0 3.6
Heart disease __ ___ 390-398,402,404,410-414,420-429 103.5 5.1 25.1 33.5 29.4 6.0
Ischemic heart disease __________410-414 75.1 4.9 26 3 34.1 28.3 5.4
Prenatal care _ ____________ Y06 101.3 39.8 33.5 14.9 10 1 1.5
Neuroses and nonpsychotic disorders __________300-309 100.1 4 9 14.1 14.2 19.9 46.5
Arthritis and rheumatism __________710-718 86.7 8 5 29.9 29.6 25.8 5.0
Infections and inflammations of skin __________680-698 85.1 25.1 35 6 22.9 11.7 *1.2
Diseases of ear and mastoid process __________380-389 84.2 20.0 41 8 23.3 12.9 *1.6
Bronchitis, emphysema, asthma __________490-493 76.6 13.5 38.0 26.6 15.4 4.0
Sprains and strains __________840-848 68.6 15.3 31.9 25.3 24.2 2.8
Eye diseases, except refractive __ 360-369,371-379 68.3 11.5 27.7 29.5 26.1 4.6
Diabetes mellitus ______________250 46.2 7.1 27.8 33.8 23.7 4.8
Refractive errors ______________370 41.3 *1.6 9.4 33 9 46.6 7.9
Hay fever ______________507 40.8 23.4 28.0 16.5 10.4 5.1
Obesity _ _______ 277 38.0 20.2 32.6 21.1 19.2 4.3
Malignant neoplasms _____ 140-209 35.0 13.8 23.1 29.6 26.8 5.4
Diseases of sebaceous glands (acne) _____________ 706 34.3 18.7 42.8 25 2 9.5 2.2
Fracture __________800-829 33.9 15.0 31.4 25.8 23.8 *3.0
Lacerations_______ __ _ ___ 870-907 33.9 27.3 30.0 21.4 17.5 *1 4
Synovitis, bursitis, tenosynovitis _______ 731 28.4 15.4 29.3 30.5 20.9 *3.4
Influenza_________________  . _______ 470-474 24.7 10.6 36.9 20.9 29.8 *1.3
Cystitis _____________ 595 23.3 16.2 38.1 28.0 14.1 *1.9
Under 15 years ' 1,982.1 18.2 39.1 26.2 11 9 1.9
Medical or special exams _____________ Y00 360.2 8.9 33.6 40.9 14.6 *1.2
Acute URI,4 except influenza __________460-465 326.6 19.6 50.3 22.9 66 *0.3
Diseases of ear and mastoid process __________380-389 169.1 23.9 46.8 21.0 7 1 *0.4
Infective and parasitic diseases __________000-136 151.8 17.7 42.0 25.4 11.8 *1.0
Infections and inflammations of skin ______ 680-698 91.9 30.0 37.7 18.7 6.4 *0.5
Bronchitis, emphysema, asthma 490-493 83.9 15.9 43.9 23.1 9.8 *2.7
Hay fever__________ _ 507 47.1 19.9 26.4 17.1 *8.9 *5.2
15-24 years' 2,259.0 20 0 34.4 24.1 15.8 4 5
Prenatal care ____ __________  Y06 270 4 41.8 32.1 15.2 96 *1.1
Medical or special exams __________  Y00 196.7 12.2 30.4 31.4 21.8 *3.0
Acute URI,4 except influenza __________460-465 138.0 24.2 42.3 23.9 8.3 *0.9
285
D ise a s e s  o f  s e b a c e o u s  g la n d s  (a cn e ) _ 7 0 6 9 6 .3 19 .6 4 5 .8 2 4 .5 *6 .1 * 1 .4
In fe c tio n s  a n d  in f la m m a tio n s  o f  sk in  _ 6 8 0 -6 9 8 7 9 .0 2 8 .9 3 7 .8 20 .8 10 .2 * 0 .8
S p ra in s  a n d  s tra in s  _ ------- 8 4 0 -8 4 8 7 7 .2 2 2 .9 3 4 .3 22 .8 17.7 * 2 .0
N e u ro s e s a n d  n o n p s y c h o tic  d iso rd e rs ___________ 3 0 0 -3 0 9 6 9 .6 *3 .4 12 .8 13 .0 19.1 5 1 .6
2 5 -4 4  y e a rs 3 ____  . 2 ,7 9 4 .2 15 .6 30.1 24 .7 19 .9 8 .2
P re n a ta l ca re  .  .  _____  . ________________  Y 0 6 19 5 .0 38 .3 3 5 .3 13.9 10 .4 * 1 .9
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs  _ .  .  3 0 0 -3 0 9 18 2 .8 3 .6 10 .9 10 .9 15 .8 5 8 .5
M e d ic a l o r sp ec ia l e x a m s  . . . . .  _ Y 0 0 1 7 5 .5 4 .8 22 .2 33 .8 3 0 .6 8 .5
A c u te  U R I,4 e x c e p t in flu e n za  _ . . ____________ 4 6 0 -4 6 5 13 1 .3 21 .4 4 2 .6 25 .2 10.0 *0 .4
S p ra in s  a n d  s tra in s  . . . . . .  __ ____________ 8 4 0 -8 4 8 104 .7 15.3 31.1 25 .4 24 .6 *3 .1
In fe c tio n s  a n d  in f la m m a tio n s  o f  skin ____________ 6 8 0 -6 9 8 7 8 .9 26 .5 3 2 .3 22 .3 14.7 *1 .6
O b e s ity . .  . . . . .  . 27 7 7 0 .6 21 .7 34 .2 22 .3 15 .8 *3 .7
A rth r itis  a n d  rh e u m a tis m  . .  . . .  .  _ 7 1 0 -7 1 8 5 6 .6 * 9 .9 25 .9 28 .4 3 0 .6 *3 .5
H y p e rte n s io n  . . . .  . ________ 4 0 0 ,4 0 1 ,4 0 3 54.1 15.3 3 1 .7 25 .9 19 .0 * 4 .9
B ro n c h itis , e m p h y s e m a , a s th m a  . . .  _ ____________ 4 9 0 -4 9 3 5 1 .4 12 .0 4 1 .7 23 .8 15 .5 *3 .1
H a y  fe v e r  . .  . .  .  . . .  . . .  _ .  _ _________________ 507 4 9 .9 23 .2 3 1 .4 16.9 *8 .6 *4 .0
D iseases  o f  e a r  a n d  m a s to id  p rocess  . . ____________ 3 8 0 -3 8 9 4 9 .3 17.2 4 3 .0 2 2 .9 15 .5 *1 .4
4 5 - 6 4  y e a rs 3 .  . . . 3 ,3 7 7 .2 12.2 28 .3 2 8 .0 23 .4 6 .4
H y p e rte n s io n  ._  . . .  . . . ____ ________ 4 0 0 ,4 0 1 ,4 0 3 2 6 9 .9 14 .0 3 0 .4 3 2 .5 16 .5 4 .2
A rth r itis  a n d  rh e u m a tis m  _____ __ _ ____________ 7 1 0 -7 1 8 169.1 9 .4 30 .3 3 0 .9 23 .2 5.1
Is c h e m ic  h e a rt d is e a s e  __________ ________ . . 4 1 0 - 4 1 4 145 .3 6 .2 25.1 3 3 .6 2 8 .4 5.9
M e d ic a l o r s p ec ia l e x a m s  _ __ ____ _________________ Y 0 0 1 2 5 .9 *4 .3 18 .8 2 6 .5 34.1 15.2
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs  . ____________ 3 0 0 -3 0 9 1 2 4 .6 7 .7 18 .5 17.2 22 .7 3 3 .5
A c u te  U R I4, e x c e p t In f lu e n z a __________ 4 6 0 -4 6 5 12 1 .7 22 .0 3 9 .4 24 .2 12 .6 *1 .1
B ro n c h itis , e m p h y s e m a , a s th m a  ______ 4 9 0 -4 9 3 10 9 .4 10.7 36 .3 28 .3 18 .7 *5 .1
E ye  d iseas es , e x c e p t re fra c tiv e  ______ 3 6 0 -3 6 9 ,3 7 1 -3 7 9 92 .7 11 .6 25 .6 28.1 28 .5 *5 .4
D ia b e te s  m e llitu s  ______ _______________ ________________  2 5 0 92 .2 *6 .6 27 .5 34.1 25 .7 *4 .4
S p ra in s  a n d  s tra in s  _ _ _____ ____________ 8 4 0 -8 4 8 89.1 10.3 30 .2 28 .7 26 .8 *3 .7
In fe c tio n s  a n d  in fla m m a tio n s  o f  sk in  . . 6 8 0 -6 9 8 8 5 .5 19.5 36.1 26 .5 14.0 *1 .6
M a lig n a n t n e o p la s m s  . .  _ . . .  . . 1 4 0 -2 0 9 70 .1 12.8 26 .5 29 .3 25 .4 *4 .5
M e n o p a u s a l s y m p to m s  _ _______________ _________________ 6 2 7 6 3 .6 17.5 3 1 .9 19.3 22 .3 *4 .6
D iseases  o f  e a r  a n d  m a s to id  p ro c ess  _____________ 3 8 0 -3 8 9 61 .1 13 .6 30 .7 28 .7 22 .4 *4 .6
S y n o v it is , b u rs itis , te n o s y n o v it is  _ __ ._ .........................- . . . 7 3 1 56 .5 12.7 2 9 .4 35 .0 19 .4 *2 .9
6 5  y e a rs  a n d  o v e r 3 ______  _ 4 ,3 5 6 .6 10 .9 2 7 .5 29 .9 2 4 .9 4 .9
Is c h e m ic  h e a rt d is e a s e  . .  __________ 4 1 0 -4 1 4 4 0 0 .9 3 .9 2 6 .4 35 .2 2 8 .4 4 .8
H y p e rte n s io n  ________________ __ ________ ________ 4 0 0 ,4 0 1 ,4 0 3 3 8 5 .2 13.3 36 .2 29 .3 16.7 *2 .3
A rth r itis  a n d  rh e u m a tis m  _______  ._ ................... . 7 1 0 - 7 1 8 3 1 5 .5 6 .5 31 .2 28 .5 27 .3 5 .6
E ye  d iseas es , e x c e p t re fra c tiv e  .. .  . . . 3 6 0 -3 6 9 ,3 7 1 -3 7 9 2 5 9 .5 8 .6 2 3 .5 3 2 .5 29.1 5.8
D ia b e te s  m e llitu s  .  .  .  ___________ 2 5 0 19 6 .2 7 .9 28 .2 3 2 .4 2 3 .0 *4 .7
M a lig n a n t n e o p la s m s  .  .  .  . .  .  . . . 1 4 0 -2 0 9 146.1 14 .0 19 .3 30.1 28.1 *7 .4
B ro nch itis , e m p h y s e m a , a s th m a  .  . 4 9 0 -4 9 3 1 3 1 .4 13.3 2 7 .5 3 2 .5 2 1 .0 *4 .9
1 D ia g n o s tic  g ro u p in g s  a n d  c o d e  n u m b e r  in c lu s io n s  a re  based  o n  th e  Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 T im e  s p e n t in  fa c e -to -fa c e  c o n ta c t b e tw e e n  p h y s ic ia n  a n d  p a tie n t. •
3 A ll a g e s  a n d  a g e  g ro u p s  in c lu d e  o ffic e  v is its  to  p h ys ic ian s  fo r  th e  m o s t c o m m o n  a n d  all o th e r  p rin c ip a l d iag n o se s .
4 U p p e r  re s p ira to ry  in fection s .
N O T E : R a te s  a re  b a s e d  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n , e x c lu d in g  A laska  a n d  H a w a ii.
S O U R C E : D iv is io n  o f  H e a lth  R eso u rces  U tiliz a tio n  S ta tis tics , N a tio n a l C e n te r fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C a re  S u rv e y .
286 T a b le  8 5 . O ffic e  v is its  to  p h ys ic ian s , a c c o rd in g  to  s e le c te d  d is p o s itio n  o f v is it, a g e  o f  p a tie n t, m o s t c o m m o n  p rin c ip a l d ia g n o s is , a n d  IC D A  co d e : U n ite d  S ta te s ,
a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)
Age of patient,

















All ages' _____ _______ _ 2,770 7 12.3 60.2 21 9 3.5
Acute URI,4 except influenza __________460-465 175.6 21.1 25.6 45.9 8.3
Hypertension ______  400,401,403 110.9 2.6 86.1 10.2 *1.0
Heart disease _ _______  390-398,402,404,410-414,420-429 103.5 2 5 83.9 8.8 2.0
Ischemic heart disease __________410-414 75 1 *1.8 86.3 8.2 *1.2
Prenatal care ______________Y06 101.3 *1 4 94.6 3.2 *0.5
Neuroses and nonpsychotic disorders . __________300-309 100.1 5 7 70.9 19.8 3.6
Arthritis and rheumatism __________710-718 86.7 6.1 62.3 28.2 2.8
Infections and inflammations of skin __________680-698 85.1 12 7 49.9 32.8 5.3
Diseases of ear and mastoid process __________380-389 8.4 17.7 51.5 25.9 2.5
Bronchitis, emphysema, asthma __________490-493 76.6 8.0 59.6 27.6 5.0
Sprains and strains __________840-848 68.6 12.1 57 5 25.6 2.4
Eye diseases, except refractive __ 360-369,371-379 68.3 9.2 64.9 20.3 *1.4
Diabetes mellitus ______________250 46.2 *1 8 85.0 10.8 5.8
Refractive errors ______________370 41.3 26.1 40.8 32.2 *0.2
Hay fever ______________507 40.8 4 7 74 5 19.6 *1.8
Obesity ______________277 38 0 *3.0 85.8 11.3 *1.4
Malignant neoplasms __________140-209 35 5 *1.9 82.8 5.9 *1.8
Diseases of sebaceous glands (acne) ______________706 34.3 8.0 73.7 15.1 *0.7
Fracture __________800-829 33.9 8.4 72.8 13.4 *1.9
Lacerations __________870-907 33.9 26.1 56.4 14.0 *1.3
Synovitis, bursitis, tenosynovitis ______________731 28.4 8.7 50.1 31.3 5.8
Influenza __________470-474 24 7 20.0 21.5 53.0 *5.5
Cystitis __ ______________595 23 3 5.0 67.0 25.3 *4.7
Under 15 years' __ _ 1,982.1 19 9 47.6 26.0 6.1
Medical or special exams ______________Y00 360.2 24.6 64.9 11.0 *1.1
Acute URI4, except influenza __________460-465 326.6 20.6 26.3 42.9 11.9
Diseases of ear and mastoid process __________380-389 169 1 15.8 54.6 24.6 *2.3
Infective and parasitic diseases __________000-136 151 8 20.5 32.0 33.9 14.3
Infections and inflammations of skin __________680-698 91.9 17.1 43.7 36.5 7.1
Bronchitis, emphysema, asthma __________490-493 83.9 7.7 53.5 33.2 *6.6
Hay fever ______________507 47 1 *6.0 77.6 19.0 *2.1
15-24 years3 2,259.0 164 56.6 21.8 3.0
Prenatal care ______________Y06 270.4 *1.1 94.8 3.7 *0.5
Medical or special exams ______________Y00 196.7 52.4 32.2 13.1 *2.6
Acute URI,4 except influenza __ ______460-465 138.0 25 1 22.6 46.3 6.3
Diseases of sebaceous glands (acne) ______________706 96.3 *7.6 77.1 14.5 *0.1
Infections and inflammations of skin __________680-698 79.0 14.9 43.1 35.1 *3.9
Sprains and strains _ __________840-848 77.2 14.1 53 2 26.4 *2.4
Neuroses and nonpsychotic disorders __________300-309 69 6 *5.0 69.7 21.1 *5.3
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2 5 - 4 4  y e a rs 3______ ________ 2 ,7 9 4 .2 11 .9 60.1 22.1 2 .9
P re n a ta l c a re  ________________ _____ . . . .  _________Y 0 6 1 9 5 .0 *1 .7 94 .8 * 2 .5 * 0 .5  .
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs ____________ 3 0 0 -3 0 9 1 8 2 .8 5 .2 7 6 .6 15.2 * 2 .6
M e d ic a l o r  sp ec ia l e x a m s  .  _ _ ._ _________________ Y 0 0 1 7 5 .5 3 6 .2 4 2 .8 18.2 *2 .7
A c u te  U R I,4 e x c e p t in flu e n z a  . . ___________  4 6 0 -4 6 5 1 3 1 .3 2 3 .8 2 2 .0 4 8 .4 5 .4
S p ra in s  a n d  s tra in s  _ _ ____________ 8 4 0 -6 4 8 1 0 4 .7 9 .7 6 4 .0 21 .7 *2 .3
In fe c tio n s  a n d  in f la m m a tio n s  o f  sk in . .  6 8 0 -6 9 8 7 8 .9 12 .9 4 9 .3 32 .2 * 4 .9
O b e s ity  . . .  __ ................................2 7 7 7 0 .6 * 2 .4 89.1 8 .4 *1 .1
A rth r it is  a n d  rh e u m a tis m  _ _ __ ____________ 7 1 0 -7 1 8 5 6 .6 *7 .1 56.1 33 .3 * 3 .6
H y p e rte n s io n  .  .  . ____ ________ 4 0 0 ,4 0 1 ,4 0 3 54.1 * 3 .0 8 6 .5 *9 .3 * 1 .9
B ro n c h itis , e m p h y s e m a , a s th m a ____________ 4 9 0 -4 9 3 5 1 .4 *1 0 .2 50 .7 32 .3 * 7 .9
H a y  fe v e r  . . .  _____  _ _ _ _____ __ _ _________________ 5 0 7 4 9 .9 *3 .5 7 1 .0 22 .2 *1 .6
D is e a s e s  o f  e a r  a n d  m a s to id  process ____________ 3 8 0 -3 8 9 4 9 .3 19 .0 4 0 .9 3 2 .9 *2 .8
4 5 - 6 4  y e a rs 3 -  ____________ __ 3 ,3 7 7 .2 8 .9 6 4 .7 21 .3 2 .9
H y p e rte n s io n  _ _ __ _ ____ ______ . . . ____  4 0 0 ,4 0 1 ,4 0 3 2 6 9 .9 2 .6 8 7 .3 9.2 *0 .7
A rth r it is  a n d  rh e u m a tis m  . . . . . . ____________ 7 1 0 -7 1 8 169.1 7 .2 6 0 .7 28 .4 * 3 .0
Is c h e m ic  h e a r t d is e a s e  .  _ ____________ 4 1 0 -4 1 4 1 4 5 .3 *1 .7 8 6 .9 7 .0 *1 .7
M e d ic a l o r  sp ec ia l e x a m s _______ __ . _________________ Y 0 0 1 2 5 .9 32.1 4 5 .3 18 .6 * 2 .9
N e u ro s e s  a n d  n o n p s y c h o tic  d is o rd e rs ____________ 3 0 0 -3 0 9 1 2 4 .6 6 .7 6 5 .5 24 .5 *3 .5
A c u te  U R I.4 e x c e p t in flu e n za ____________ 4 6 0 -4 6 5 12 1 .7 15 .7 27 .3 53 .4 *4 .2
B ro n c h itis , e m p h y s e m a , a s th m a ____________ 4 9 0 -4 9 3 1 0 9 .4 7.1 6 7 .0 23 .3 *3 .7
E ye  d is e a s e s , e x c e p t re fra c tiv e  _____  _ . .  3 6 0 -3 6 9 ,3 7 1 -3 7 9 92 .7 8 .7 6 9 .5 15 .0 *1 .0
D ia b e te s  m e llitu s  . . .  ______________. . . _________________ 2 5 0 92 .2 *2 .3 8 8 .6 9 .9 *2 .9
S p ra in s  a n d  s tra in s  . . . . . . __ .  .  8 4 0 -8 4 8 89 .1 8 .9 55 .5 30 .4 *2 .2
In fe c tio n s  a n d  in fla m m a tio n s  o f  sk in  . . . ____________ 6 8 0 -6 9 8 8 5 .5 9 .2 5 9 .5 26 .2 *5.6
M a lig n a n t n e o p la s m s  ________. . .  . ____________ 1 4 0 -2 0 9 70 .1 *1 .7 8 4 .4 *5 .3 *1 .7
M e n o p a u s a l s y m p to m s  _________ _ _________________ 6 2 7 6 3 .6 * 6 .5 6 0 .9 30 .8 *2 .7
D is e a s e s  o f  e a r  a n d  m a s to id  process ____________ 3 8 0 -3 8 9 61.1 18 .6 53 .3 24 .2 *2 .8
S y n o v it is , b u rs itis , te n o s y n o v it is _________________ 731 5 6 .5 *7 .3 4 8 .9 3 5 .5 *6 .0
6 5  y e a rs  a n d  o v e r3 . . .  •_____ 4 ,3 5 6 .6 5 .9 71.1 18 .0 2.7
Is c h e m ic  h e a r t d iseas e  . . . .  _____ __ ____________ 4 1 0 -4 1 4 4 0 0 .9 *1 .8 8 6 .9 9.1 *0 .8
H y p e rte n s io n  .  . . . . .  . .  . . .  . . . ______  4 0 0 ,4 0 1 ,4 0 3 3 8 5 .2 * 2 .4 84 .1 12 .4 *1 .2
A rth r it is  a n d  rh e u m a tis m  _ _ .  . . . ..................... . 7 1 0 - 7 1 8 3 1 5 .5 *3 .5 6 9 .0 2 5 .9 *1 .4
E ye d is e a s e s , e x c e p t re fra c t iv e  .  . .  . . . . .  3 6 0 -3 6 9 ,3 7 1 -3 7 9 2 5 9 .5 5 .7 7 2 .5 16 .9 *1 .0
D ia b e te s  m e llitu s  __________ ________ . .  ____  .  2 5 0 19 6 .2 *1 .7 8 1 .5 12 .0 8.1
M a lig n a n t  n e o p la s m s  _ ___________ _____ ...................... 1 4 0 -2 0 9 146.1 * 1 .6 8 2 .5 *5 .3 *1 .7
B ro n c h itis , e m p h y s e m a , a s th m a  _ . . . ......................... 4 9 0 -4 9 3 1 3 1 .4 *6 ,5 6 9 .4 2 0 .0 *2.4
1 D ia g n o s tic  g ro u p in g s  a n d  c o d e  n u m b e r  in c lu s io n s  a re  b a sed  o n  th e  Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 M o re  th a n  o n e  d is p o s itio n  w a s  p o ss ib le .
3 A ll a g e s  an d  a g e  g ro u p s  in c lu d e  o ffic e  v is its  to  p h y s ic ia n s  fo r  th e  m o s t c o m m o n  a n d  all o th e r  p r in c ip a l d iag n o se s .
4 U p p e r  re s p ira to ry  in fec tio n s .
N O T E : R ates a re  b a s e d  o n  th e  a v e ra g e  a n n u a l c iv ilia n  n o n in s titu tio n a liz e d  p o p u la tio n , e x c lu d in g  A las ka  an d  H a w a ii.
S O U R C E : D iv is io n  o f  H e a lth  R eso u rces  U tiliz a tio n  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C a re  S u rv e y .
288 T a b le  86 . O ffic e  v is its  to  p h y s ic ia n s , a c c o rd in g  to  p h y s ic ia n  s p e c ia lty , lo c a tio n  o f p rac tice , m o s t c o m m o n  p rin c ip a l d ia g n o s is , an d  IC D A  co d e : U n ite d  S ta tes ,
a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)
Location of practice, most common principal 






















Within SMSA 2,959.9 100.0 31.8 13.1 10.6 9.5 7.5 22.2 5.4
Medical or special exams _________Y00 230.8 100 0 27 5 6 5 36.5 18.5 *0.7 8.6 1.6
Acute URI,2 except influenza _____460-465 172.6 100 0 50.2 8.7 29.2 *1.1 1.3 7.3 2.2
Medical and surgical aftercare _________Y10 148.2 100.0 13.5 4.3 3.8 11.0 2.1 64.3 *1.0
Neuroses and nonpsychotic disorders _____300-309 123.1 100 0 22.4 11 0 2.0 *1.1 *1.6 2.6 59.3
Hypertension 400,401,403 116.1 100.0 51.6 33.7 *0.3 1.8 5.9 5.2 *1.4
Heart d isease___  _ 390-398,402,404,410-414,420-429 111.8 100.0 37.7 41 4 *0.4 *0.3 16.5 2.1 *1.5
Ischemic heart disease _____410-414 80.5 100.0 39.7 42.6 *0.0 *0.2 143 *1.9 *1.2
Prenatal care _ _________Y06 103.5 100.0 16.6 *0.2 *0.8 82 1 *0 0 *0.2 *0.2
Infections and inflammations of skin _____680-698 88.8 100.0 33.0 7.7 14.7 *1 5 31.4 11.0 *0.8
Arthritis and rheumatism _ _____710-718 87.7 100.0 47.3 28.3 *1.3 *0 7 3 0 15.4 3.9
Diseases of ear and mastoid process _____380-389 87.4 100.0 27 3 4.9 34.4 *0 6 *1.3 30.6 *0.9
Bronchitis, emphysema, asthma _____490-493 82.2 100.0 36.6 16.3 21.5 *0.4 21.2 *2.4 *1.7
Eye diseases, except refractive 360-369,371-379 81.6 100.0 5.7 *2.4 2.7 *0.1 *0.8 87.3 *1.0
Sprains and strains ____ 840-848 75.1 100.0 47.1 8.4 *2.3 *0.9 *0.9 31 5 8.8
Hay fever ________ _________507 50.5 100.0 19.7 9.4 20.0 *0.3 39.8 10.4 *0.3
Refractive errors __ _________370 47.9 100.0 *0.4 *3 2 *0 1 *_ *0.1 96.4
Diabetes m ellitus_____ _________250 44.2 100.0 49.1 38.2 *1.2 *0.9 *4.2 5.7 *0.8
Diseases of sebaceous glands (acne) _________706 42.2 100.0 12.4 *1.2 *1.7 *1.0 71.5 12.2 *_
Malignant neoplasms _____140-209 41.3 100.0 12.6 31 9 *0.7 *4.3 16.2 33 6 *0.6
Outside SMSA _______  _ 2,357.6 100.0 61.9 6.3 56 5.3 2.2 17.2 1 5
Acute URI2, except influenza _ ____ 460-465 182.2 100.0 72.9 3.2 15.2 *1.0 *0.2 6.7 *0.9
Medical or special exams ________ Y00 149.3 100.0 55.0 4.1 19.1 11.4 *0.3 9.1 *1.0
Medical and surgical aftercare ________ Y10 106.6 100.0 40.4 *2.0 *4.0 5.4 *0.7 46.9 *0.6
Hypertension 400,401,403 99.6 100.0 77.3 12.2 *0 0 *1.0 *0.3 7.9 *1.4
Prenatal care _ ________ Y06 96.7 100.0 45.1 *0 5 *0.1 51.4 *_ *2.5 *0.5
Heart d isease_______  390-398,402,404,410-414,420-429 85.3 100.0 70.2 21.1 *0.9 *0.1 *1.1 *3.4 *3 2
Ischemic heart disease ____ 410-414 63.3 100.0 69.7 23.1 *0.0 *_ *1 1 *3.2 *2.8
Arthritis and rheumatism ____ 710-718 84.7 100.0 74.4 12.8 *0.2 *0.3 *0.4 10.6 *1.2
Diseases of ear and mastoid process ____ 380-389 77.2 100.0 52.3 *2.5 14.4 *0.3 *0.7 27.9 *1.8
' Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 Upper respiratory infections.
NOTE: Rates are based on the average annual civilian noninstitutionalized population, excluding Alaska and Hawaii.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the National Ambulatory Medical Care Survey.
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(Data are based on reporting by a sample of office-based physicians)
T a b le  8 7 . O ffic e  v is its  to  p h y s ic ia n s , a c c o rd in g  to  p r io r  v is it s ta tu s , s e rio u s n e s s  o f  p ro b le m , lo c a tio n  o f  p rac tice , m o s t c o m m o n  p rin c ip a l d iag n o s is , a n d  IC D A
co d e: U n ite d  S ta te s , a v e ra g e  a n n u a l 1 9 7 5 -7 6
Location of practice, most common principal 




















Within SMSA _________________ 2,959.9 15.0 63.4 21.6 19.8 31.9 48.3
Medical or special exams .  . . .  _ __ ._ Y00 230.8 17.5 60.3 22.2 1.2 3.6 95.2
Acute URI2, except influenza . .  . .  _. _. ________460-465 172.6 14.4 39.5 46.0 7.4 41.2 51.4
Medical and surgical aftercare _ _ __ _. ___________ Y10 148.2 3.7 87.9 8.5 17.6 23.8 58.6
Neuroses and nonpsychotic disorders _ __ 300-309 123.1 9.5 79.9 10.6 45.2 29.9 24.9
Hypertension ___  . .  . .  ._ ._ . . 400.401.403 116.1 5.1 89.3 5.6 23.3 46.8 30.0
Heart disease _________ 390-398,402,404,410-414,420-429 111.8 5.8 86.3 7.8 51.3 32.5 16.2
Ischemic heart disease __ . . .  _ _. 410-414 80.5 5.7 87.7 6.5 52.8 32.0 15.2
Prenatal care . . . . . . ____  _ .  . Y06 103.5 8.9 82.6 8.6 4.1 7.1 88.8
Infections and inflammations of skin _ 680-698 88.8 20.3 46.6 33.1 12.9 34.5 52.6
Arthritis and rheumatism __  . .  .  . . . 710-718 87.7 10.9 71.6 17.5 20.5 41.8 37.7
Diseases of ear and mastoid process _ . . 380-389 87.4 19.1 50.5 30.4 16.4 45.6 38.0
Bronchitis, emphysema, asthma _ 490-493 82.2 9.3 71.8 18.9 28.0 46.2 25.9
Eye diseases, except refractive _________ 360-369,371-379 81.6 20.9 65.8 13.3 29.2 35.4 35.4
Sprains and strains _ . . .  ________  . . 840-848 75.1 20.1 53.8 26.1 14.0 45.7 40.4
Hay fever .  . . .  . . .  . . . . .  . ____________507 50.5 8.2 84.8 7.0 6.4 39.2 54.5
Refractive errors. .  . .  . . . . .  .  . . 370 47.9 38.5 52.5 9.0 *2.4 8.7 88.8
Diabetes mellitus .  _____ _ _ 250 44.2 5.4 87.7 6.9 42.7 37.6 19.7
Diseases of sebaceous glands (acne) . . 706 42.2 18.7 67.6 13.6 7.8 29.0 63.1
Malignant neoplasms _ . . .  _ __ 140-209 41.3 9.8 81.3 9.0 73.9 14.6 11.6
Outside SMSA .  . . .  . .  . 2,357.6 13.3 59.1 27.6 17.5 33.6 48.9
Acute URI,2 except influenza . .  . . .  . .  ._ ................ 460-465 182.2 13.7 38.8 47.5 9.1 40.8 50.1
Medical or special exams . . .  . . .  _ . . --------------------Y00 149.3 18.8 50.3 30.9 *1.4 4.4 94.2
Medical and surgical aftercare . . .  ____ Y10 106.6 *3.7 83.8 12.5 18.2 27.5 54.2
Hypertension . . .  .  .  ___ ____ 400.401.403 99.6 *4.3 89.3 6.5 19.8 45.2 35.0
Prenatal care ___ . . .  .  ____ Y06 96.7 6.6 88.5 4.9 *2.8 7.1 90.1
Heart disease 390-398.402.404.410-414.420-429 85.3 *3.7 86.6 9.7 48.6 36.0 15.4
Ischemic heart disease _____ ____ 410-414 63.3 *2.6 88.8 8.6 50.6 35.1 14.3
Arthritis and rheumatism . . .  __ 710-718 84.7 7.7 74.7 17.6 24.2 43.3 32.5
Diseases of ear and mastoid process __ 380-389 77.2 17.9 44.3 37.7 11.5 46.2 42.3
1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 Upper respiratory infections.
NOTE: Rates are based on the average annual civilian noninstitutionalized population, excluding Alaska and Hawaii.
S O U R C E : D iv is io n  o f H e a lth  R e s o u rc e s  U tiliza tio n  S ta tis tic s , N a tio n a l C e n te r fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C a re  S u rv e y .
290 T a b le  8 8 . O ffic e  v is its  to  p h ys ic ian s , a c c o rd in g  to  se le c te d  d ia g n o s tic  a n d  th e ra p e u tic  se rv ice  p ro v id e d , lo ca tio n  o f p rac tice , m o s t c o m m o n  p rin c ip a l d iag n o s is , and
IC D A  c o d e - U n ite d  S ta te s , a v e ra g e  an n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)
Location of practice, most common principal 

























Within SM SA____ 2,959.9 17 6 32 7 22 3 8.0 42 1 13.6 7 1 16.6
Medical or special e x a m s __ --------------Y00 230.8 53 0 37 7 40 4 5.4 13 6 13 8 *09 27.9
Acute URI,3 except influenza 460465 172 6 14 5 21.6 20.8 3 1 80 1 8 1 *0 5 25.2
Medical and surgical aftercare _ ___ Y10 148.2 57 14.0 9.7 9.1 13.8 12 1 22.0 4 0
Neuroses and nonpsychotic disorders _ ____300-309 123 1 10.3 22.7 7.9 3.3 33 9 144 *0.2 66
Hypertension _ 400,401,403 116.1 14.4 80.7 21 4 5 5 62 7 15.6 *0.3 9 9
Heart disease_______ 390-398,402,404,410-414,420-429 111.8 17.4 74 7 24.1 93 54.0 18 0 *0 5 11 9
Ischemic heart disease _ ___ 410414 80 5 17.2 76 7 24 6 8 2 55.8 18.8 *0 5 12.1
Prenatal care _ ____ _ Y06 103.5 14.9 74 8 60 3 *0.6 163 10.1 *0.4 *1 8
Infections and inflammations of skin 680-698 88.8 8.7 15.0 10.3 *2 2 63 7 13 1 7 7 25.1
Arthritis and rheumatism ____ 710-718 87.7 15.0 42.7 17 9 144 51.2 13 6 2 5 26.2
Diseases of ear and mastoid process 380-389 87.4 14.2 11.4 6.7 *1 7 64 7 9.6 11.8 13.3
Bronchitis, emphysema, asthma _ __ 490493 82 2 13 6 32.7 11 4 11.3 62.1 14.2 *0.3 42.6
Eye diseases, except refractive _____  360-369,371-379 81.6 14 9 50 3 7 *1.0 32.1 7.4 5.3 *1.7
Sprains and strains _ _ _____ 840-848 75 1 11.4 18.5 5 1 23 6 38.9 18.2 5.6 7.3
Hay fever _ _ ___  __ ___ 507 50.5 7.5 9.4 46 *2.1 30 9 104 *0.9 68.5
Refractive errors __ _ ____ ________370 47 9 22.4 *1.7 *2 0 *0 1 *2 4 *2 5 *0.4 *0.1
Diabetes mellitus _ _ ___ ___ . . . 2 5 0 44.2 18.7 67 6 67 8 4 9 46.4 23.0 *1 3 11 9
Diseases of sebaceous glands (acne) . . . . . .  ___ 706 42 2 5 9 *4.2 *4 4 *0 9 57.3 14.2 31 9 *4 8
Malignant neoplasms _ . ___ 140-209 41 3 13.4 31 2 35.2 7 7 27 1 14 0 166 19.0
Outside SMSA . _ 2,357.6 12.8 34.4 24 0 63 47 6 11 3 6.2 20 3
Acute URI,3 except influenza ___  460465 182.2 5.4 18.2 17.9 *1 0 80.8 5.4 *0.5 34.1
Medical or special exams -------------  Y00 149.3 50 7 36.3 44.9 5.4 17.0 10.0 *0 7 17.6
Medical and surgical aftercare_______ Y10 106.6 *4.2 17.2 9.4 8.4 18.4 10 9 23.8 5 1
Hypertension _ _ 400,401,403 99.6 8.8 77.8 18.5 *2.6 56 7 12.2 *0.9 9.0
Prenatal care . _ . ___ Y06 96.7 10.8 71 9 58.6 *1.3 168 9.8 *0.5 *1.3
Heart disease . 390-398,402,404,410414,420-429 85.3 17 2 72.0 29.2 *5.1 58.4 15.6 *0.6 13.6
Ischemic heart disease . __ 410414 63.3 13 3 76.2 27 7 *3 4 54.9 16.3 *0 9 11.2
Arthritis and rheumatism . . . . . . .  710-718 84.7 10.2 43.5 20.0 10.7 57.7 11 2 *0 8 34.7
Diseases of ear and mastoid process 380-389 77 2 6.3 14.5 8.2 *1.7 69 0 9.1 9.7 136
1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United
States.
2 More than one service was possible.
3 Upper respiratory infections.
NOTE: Rates are based on the average annual civilian noninstitutionalized population, excluding Alaska and Hawaii.
S O U R C E : D iv is io n  o f  H e a lth  R eso u rces  U tiliz a tio n  S ta tis tic s , N a tio n a l C e n te r fo r  H e a lth  S tatis tics: D ata  fro m  th e  N a tio n a l A m b u la to ry  M e d ic a l C are  S u rv e y
T a b le  8 9 . O ff ic e  v is its  to  p h y s ic ia n s , a c c o rd in g  to  d u ra tio n  o f  v is it , lo c a tio n  o f  p ra c tic e , m o s t c o m m o n  p rin c ip a l d ia g n o s is ,
a n d  IC D A  c o d e : U n ite d  S ta te s , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on reporting by a sample of office-based physicians)
Location of practice, most common principal 


















Within SMSA 2,959.9 13.2 30.8 27.6 20.4 6.7
Medical or special exams _______ Y00 230.8 6.8 28.0 36.0 23.3 5.1
Acute URI.3 except influenza 460-465 172.6 16.7 47.7 24.6 10.0 *0.7
Medical and surgical aftercare Y10 148.2 24.0 34.8 24.3 14.0 2.1
Neuroses and nonpsychotic disorders 300-309 123.1 3.6 11.4 12.8 19.2 52.8
Hypertension 400,401,403 116.1 10.7 32.3 33.6 18.0 4.5
Heart disease 390-398.402.404.410-414.420-429 111.8 4.6 . 22.4 35.2 30.6 6.8
Ischemic heart disease 410-414 80.5 4.7 23.3 35.8 29.4 6.3
Prenatal care Y06 103.5 38.6 34.5 14.8 10.2 *1.9
Infections and inflammations of skin 680-698 88.8 21.6 37.1 24.5 12.9 *1.4
Arthritis and rheumatism 710-718 87.7 6.0 27.9 32.5 26.7 6.1
Diseases of ear and mastoid process ___  380-389 87.4 17.4 41.2 25.1 14.0 *2.0
Bronchitis, emphysema, asthma . 490-493 82.2 13.3 36.3 25.8 17.0 4.8
Eye diseases, except refractive 360-369,371-379 81.6 11.1 27.1 29.0 26.9 5.1
Sprains and strains . . .  840-848 75.1 14.4 29.6 26.8 25.4 3.4
Hay fever .  507 50.5 24.2 26.8 16.6 11.3 5.5
Refractive errors 370 47.9 *1.7 9.9 36.3 44.1 7.4
Diabetes mellitus____  . _______ 250 44.2 *4.5 28.4 35.9 24.5 5.3
Diseases of sebaceous glands (acne) 706 42.2 17.0 42.8 26.7 10.2 *1.6
Malignant neoplasms 140-209 41.3 14.4 23.9 28.3 26.9 5.4
Obesity ______  . 277 40.5 20.8 31.1 23.8 17.8 *4.6
Lacerations 870-907 31.3 27.1 28.3 21.0 20.7 *2.0
Outside SMSA 2,357.6 20.5 33.6 23.8 17.1 2.4
Acute URL3 except influenza 460-465 182.2 29.9 40.6 22.1 6.3 *0.2
Medical or special exams Y00 149.3 11.7 29.3 33.6 19.8 4.7
Medical and surgical aftercare Y10 106.6 29.3 36.2 18.6 11.9 *1.4
Hypertension 400,401,403 99.6 21.8 33.0 23.3 14.4 *1.4
Prenatal care Y06 96.7 42.7 31.1 15.2 9.8 *0.6
Heart disease 390-398.402.404.410-414.420-429 85.3 6.5 33.0 28.7 26.2 *3.7
Ischemic heart disease 410-414 63.3 *5.3 34.6 29.5 25.1 *2.9
Arthritis and rheumatism 710-718 84.7 14.1 34.5 23.1 23.7 *2.6
Diseases of ear and mastoid process 380-389 77.2 26.4 43.1 18.8 10.1 *0.5
Infections and inflammations of skin 680-698 77.2 33.9 31.8 18.9 8.6 *0.9
1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of 
Diseases, Adapted for Use in the United States.
“ Time spent in face-to-face contact between physician and patient.
3 Upper respiratory infections.
NOTE: Rates are based on the average annual civilian noninstitutionalized population, excluding Alaska and Hawaii.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the 
National Ambulatory Medical Care Survey.
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Table 90. Office visits to physicians, according to selected disposition of visit, location of practice, most common principal
diagnosis, and ICDA code: United States, average annual 1975-76
(Data are based on reporting of office-based physicians)
Location of practice, most common principal 
















Within SMSA ________________ 2,959.9 11.8 62.7 19.5 3.6
Medical or special exams ________  Y00 230.8 31.4 52.9 14.0 2.2
Acute URI,3 except influenza__________ _ ___ 460-465 172.6 21.8 26.0 43.8 9.1
Medical and surgical aftercare __ _ _ _ _______Y10 148.2 13.6 68.0 16.1 *1.0
Neuroses and nonpsychotic disorders ____ 300-309 123.1 4.9 75.3 16.8 3.4
Hypertension ____________ _ _ _ _ 400,401,403 116.1 2.3 89.1 7.2 *1.2
Heart disease 390-398.402,404.410-414.420-429 111.8 2.3 85.8 7.6 *1.9
Ischemic heart disease _ _ _ _ ___ 410-414 80.5 *1.8 88.4 6.7 *1.2
Prenatal c a re____ _ _ _ _ ________ Y06 103.5 *1.2 94.6 3.3 *0.7
Infections and inflammations of sk in____ ___ 680-698 88.8 13.6 52.1 30.0 4.4
Arthritis and rheumatism _ _______ ____ 710-718 87.7 6.1 64.9 24.6 3.3
Diseases of ear and mastoid process ____ 380-389 87.4 16.8 53.4 24.5 3.2
Bronchitis, emphysema, asthma ____ 490-493 82.2 7.7 64.0 22.9 5.6
Eye diseases, except refractive 360-369,371-379 81.6 8.6 68.0 17.5 *1.5
Sprains and strains ____ 840-848 75.1 11.3 60.0 23.5 *2.8
Hay fe v e r_____ _ ________ 507 50.5 *3.9 77.0 17.8 *2.0
Refractive errors ________ 370 47.9 24.5 42.4 30.8 *0.3
Diabetes mellitus _____________ ________ 250 44.2 *1.7 87.5 8.0 *4.0
Diseases of sebaceous glands (acne) _______ 706 42.2 7.5 74.5 14.4 *0.8
Malignant neoplasms ____ 140-209 41.3 *1.9 83.3 5.5 *1.5
Obesity _ ________ _ _ _______277 40.5 *3.1 87.4 8.7 *1.3
Lacerations _________ ____ 870-907 31.3 25.2 57.0 13.8 *1.9
Outside SMSA 2,357.6 13.6 53.6 28.4 3.1
Acute URI,3 except influenza _ _ ___ _______ 460-465 182.2 19.7 24.8 50.4 6.4
Medical or special exams _ _ _ ________ Y00 149.3 39.5 45.8 14.5 *1.3
Medical and surgical aftercare ________ Y10 106.6 17.2 60.2 21.9 *0.8
Hypertension _ _ 400,401,403 99.6 *3.3 78 4 18.0 *0.6
Prenatal care _ _ ________ Y06 96.7 *1.8 94.6 *3.0 *0.2
Heart disease____  390-398,402,404,410-414,420-429 85.3 *3.1 78.3 12.3 *2.4
Ischemic heart disease ____ 410-414 63.3 *1.8 80.5 12.4 *1.2
Arthritis and rheumatism ___ 710-718 84.7 6.1 56.4 36.5 *1.8
Diseases of ear and mastoid process____ ___ 380-389 77.2 199 46.9 29.4 *0.9
Infections and inflammations of skin ____ 680-698 77.2 10.6 44.2 39.6 7.8
' Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of 
Diseases, Adapted for Use in the United States.
2 More than one disposition was possible.
1 Upper respiratory infections.
NOTE: Rates are based on the average annual civilian noninstitutionalized population, excluding Alaska and Hawaii.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the 
National Ambulatory Medical Care Survey.
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Table 91. Physician visits, according to age, reason for visit, and self-assessment of health: United States,
average annual 1974—75
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)
















Visits per 1,000 population
Total _ __ 4,998.6 4,167.3 4,793.6 5,016.5 5,574.1 6,668.0
Reason for visit
Diagnosis or treatm ent___ 4,216.1 3,428.0 3,584.6 4,169.2 4,983.6 6,035.6
Pre- or postnatal care1 ___ 634.2 193.0 1,135.2 519.7 *_
General checkup 403.1 433.9 418.8 .R 3fifi.n ' 3 7 «  fi
Eye examination 27.6 23.4 27.6 22 2 3 3  3 ■ 42 1
Immunization 92.6 174.1 45.2 41 2 58 1 89.1
Self-assessment of health
Excellent or good 4,130.7 3,863.1 4,235.1 4  217 2 4 DR4 q R 0 2 f t  4
Fair or poor 10,777.9 10,711.2 11,373.9 11,826.3 10,619.1 10,027.3
1 Rate for all ages based on average annual female population 14-44 years of age; rate for under 18 years based on 
female population 14-17 years of age; rate for 18-24 years based on female populatioh 18-24 years of age; and rate for 25­
44 years based on female population 25-44 years of age. ' ' •
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey.
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Table 92. Episodes of persons injured, according to source or place of first medical attention, sex, age, and family income:
United States, 1975
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)







Source or place of first medical attention






Total5 _ _____ 57,855 100.0 32.9 42.8 12.5 11.1
Sex
Male ____  ________ 31,217 100.0 29 7 48.6 8.6 12.5
F em a le__  ______ 26,639 100.0 36.7 36.0 17.1 9.5
Age
Under 18 years______________ 22,249 100 0 30.7 46.9 15.3 6.8
18-44 years 23,648 100.0 30.9 41.7 10.0 16.5
45-64 years _________ 8,207 100.0 40.8 39.4 11.4 8.4
65 years and over___________ 3,751 100.0 41.5 32.8 *14.1 *9.1
Family income
Less than $5,000 ____________ 9,391 100.0 31.1 45.2 9.3 13.8
$5,000-$9,999 _______________ 12,664 100.0 30 9 46.1 10.5 11.0
$10,000-$14,999 ____________ 13,937 100.0 32 5 38.9 14.4 13.4
$15,000 or more ____________ 18,341 100.0 36.1 40.2 14.8 8.9
1 Includes medically attended episodes of persons while inpatients in hospitals.
2 Includes private doctor's office, doctor's clinic, or group practice.
■' Includes hospital outpatient clinic or emergency room.
4 Includes home, company or industry clinic, other, or unknown place of first medical attention.
5 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey.
294
Table 93. Persons who received services from selected medical practitioners during the year prior to interview, according to
selected characteristics: United States, 1974
(Data are based on interviews of a sample of the civilian noninstitutionalized population)
Selected characteristic
Selected medical practitioner
Physician1 Dentist Chiro­practor Podiatrist
Physical
therapist
Percent of population who received services
Total2 63.4 49.3 3.6 2.4 1.6
Sex
Male 56.9 47.6 3.8 1.6 1.6
Female 69.6 50.9 3.5 3.1 1.5
Color
White 65.5 51.6 4.0 2.5 1.6
All other 49.4 33.9 1.0 1.7 1.4
Age
Under 17 years 62.5 50.1 1.1 1.0 0.6
17-44 years 63.4 55.3 4.2 1.4 1.8 '
45-64 years . 62.5 47.0 6.2 4.1 2.3
65 years and over _ _ 68.4 28.1 3.9 7.0 2.2
Family income
Less than $5,000 58.7 33.5 3.2 2.8 2.0
$5.000—$9,999 60.9 39.6 3.8 2.2 1.8
$10.000-$14.999 65.0 51.8 4.1 1.9 1.3
$15,000 or more 68.4 64.1 3.5 2.7 1.4
Geographic region
Northeast 63.8 53.2 3.3 3.9 1.4
North Central 65.5 51.2 4.2 2.6 1.7
South 61.8 43.7 2.5 1.3 1.3
West 62.8 51.1 5.0 2.0 1.9
Place of residence
SMSA 63.4 51.7 3.0 2.8 1.6
Central city _ _ _ 59.4 47.0 2.4 3.1 1.6
Outside central city ___ 66.6 55.4 3.4 2.5 1.5
Outside SMSA _ .  .  . 63.5 43.9 5.1 1.5 1.5
Self-assessment of health
Excellent or good 62.4 51.6 3.5 2.2 1.1
Fair or poor 70.8 35.1 4.4 4.0 4.3
1 Includes persons receiving care at a private doctor's office, doctor's clinic, or group practice.
2 Includes unknown family income.
SOURCES: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey; National Center for Health Statistics: Utilization of selected medical practitioners. United States, 1974, by L. J. Howie. 
Advance Data from Vita/ and Health Statistics, No. 24. DHEW Pub. No. (PHS) 78—1250. Public Health Service. Hyattsville, Md„ 
March 24, 1978.
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296 T a b le  94 . P ro d u c t-re la te d  in ju r ie s  tre a te d  in ho sp ita l e m e rg e n c y  ro o m s , a c c o rd in g  to  ag e , sex, an d  c a te g o ry  o f  c o n s u m e r p ro d u c t: U n ite d  S ta tes , 1977
(Data are based on reporting by a sample of hospital emergency rooms)






















Both sexes' __ - - -  _________ 9,390,793 100.0 15.2 15.4 21.2 15.9 20.1 8.4 3.7
Home structures and fixtures, construction materials 2,146,375 100.0 16.2 13.8 14.4 14.7 21.9 12.1 6.8
Stairs, ramps, and landings (indoors or outdoors) 581,894 100.0 14.0 6.7 11.5 15.6 24.9 16.2 11.0
Nails, tacks, and screws ___________ 295,900 100.0 9.3 21.5 18.4 14.6 24.3 10.1 1.8
Space heating, cooling, and ventilating appliances___ 99,474 100.0 31.9 12.8 10.2 10.5 18.7 10.6 5.2
Home furnishings ________ . 684,639 100.0 39.9 13.5 7.0 8.5 13.8 9.0 8.1
Home communications and hobby equipment 56,140 100.0 39.4 8.9 9.5 12.8 17.8 7.0 4.6
General household appliances .  .  .  .  .  _ _ 58,721 100.0 26.4 9.7 9.2 10.0 21.4 14.9 8.3
Kitchen appliances and unpowered housewares . 609,887 100.0 8.1 8.3 14.9 22.2 30.8 12.7 2.9
Knives and cutlery ___ ____  ___  ______ 310,380 100.0 3.9 8.5 16.9 22.0 31.8 13.6 3.1
Packaging and containers for household products _____ 221,551 100.0 16.0 16.7 17.9 15.8 23.0 9.2 3.0
Home and family maintenance products _ ___ 133,062 100.0 37.3 9.3 11.9 13.5 18.6 7.5 1.8
Home workshop apparatus _ . . 346,373 100.0 5.1 5.0 11.3 16.5 35.3 19.9 6.8
Yard and garden equipment _ . 217,428 100.0 7.6 9.6 13.9 11.1 31.5 19.5 6.5
Child nursery equipment _ 44,343 100.0 80.2 5.0 1.8 4.2 4.1 2.7 1.8
Toys (excluding riding or ride-on toys) . . 100,256 100.0 36.1 26.8 17.4 9.4 8.8 1.4 0.2
Riding or ride-on recreational equipment . . 773,867 100.0 12.7 36.9 33.7 6.6 7.8 1.9 0.3
Bicycles __ ___ _ 493,239 100.0 14.0 41.1 30.1 5.8 6.7 1.8 0.5
Sports ball and related equipment _ 1,399,871 100.0 0.8 12.0 43.6 23.9 18.4 1.1 0.1
Football _ _ . 406,484 100.0 0.4 12.7 60.3 19.0 7.1 0.3 0.0
Baseball ____ _ 400,275 100.0 1.9 15.0 27.8 24.9 28.8 1.4 0.2
Basketball 371,880 100.0 0.2 5.7 45.1 31.8 16.5 0.6 0.1
Winter sports and related equipment 217,699 100.0 1.5 16.6 36.8 22.0 18.2 4.4 0.4
Other sports and recreational equipment 701,428 100.0 14.8 24.6 27.3 12.1 15.1 5.1 1.0
Miscellaneous 776,633 100.0 14.9 18.0 17.7 17.6 20.5 8.1 3.0
Glass (unknown origin) ___________ _ 358,778 100.0 13.7 23.1 18.6 18.6 19.3 5.4 1.0
Products under regulation by other Federal agencies2 803,044 100.0 20.6 8.4 13.3 20.2 23.4 10.4 3.6
Male 5,785,661 100.0 14 7 15.8 23.9 17.0 19.4 6.9 2.3
Home structures and fixtures, construction materials 1,172,419 100.0 18.2 15.5 15.9 15.5 21.3 9.5 4.1
Stairs, ramps, and landings (indoors or outdoors) 233,897 100.0 20.8 7.8 12.5 16.4 22.9 11.5 7.9
Nails, tacks, and screws__________ 194,247 100.0 9.4 21.3 20.4 14.7 23.4 9.2 1.6
Space heating, cooling, and ventilating appliances 65,617 100.0 31.9 12.1 10.5 11.5 19.7 10.2 4.1
Home furnishings _ _ _ 342,785 100.0 47.9 16.1 7.4 8.1 10.7 5.5 4.2
Home communications and hobby equipment 30,072 100.0 43.1 9.0 11.2 10.9 16.5 5.7 3.5
General household appliances 25,531 100.0 35.1 10.3 8.0 8.4 15.8 18.9 3.5
Kitrhan appliances and unpnwfirfid housewares 304,579 100.0 9.5 10.6 18.4 22.4 26.9 10.0 2.2
Knives and cutlery ____  - ______ 191,287 100.0 4.0 9.7 20.7 23.4 28.9 10.8 2.4
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Packaging and containers for household products 120,356 100.0 17.7 20.5 19.8 16.5 18.0 6.0 1.4
Home and family maintenance products 83,894 100.0 36.1 10.0 13.6 15.7 16.8 6.0 1.8
Home workshop apparatus 289,102 100.0 3.8 4.2 11.9 17.4 36.5 19.8 6.3
Yard and qarden equipment 170,249 100.0 6.7 9.4 14.9 12.2 32.1 19.3 5.0
Child nursery equipment 22,209 100.0 87.1 4.8 2.0 2.2 2.3 1.3 • 0.3
Toys (excludinq ridinq or ride-on toys) 67,356 100.0 34.5 27.2 20.4 9.5 6.8 1.3 0.2
Ridinq or ride-on recreational equipment 490,024 100.0 12.2 35.5 37.1 6.7 6.5 1.5 0.4
Bicycles _ _ 326,218 100.0 12.7 39.3 34.1 6.0 5.7 1.6 0.5
Sports ball and related equipment 1,127,207 100.0 0.7 11.3 43.2 24.9 18.7 1.1 0.1
Football _ 387,300 100.0 0.4 12.4 60.7 19.1 7.0 0.3 0.0
Baseball _ 292,909 100.0 1.5 15.5 26.4 24.7 30.2 1.5 0.1
Basketball _ 306,107 100.0 0.3 4.6 40.3 35.3 18.9 0.6 0.0
Winter sports and related equipment 144,170 100.0 1.3 16.1 36.0 23.6 18.8 4.0 0.3
Other sports and recreational equipment 436,171 100.0 13.3 22.5 28.3 13.4 16.2 5.2 1.1
Miscellaneous___ 412,588 100.0 16.1 21.2 19.1 16.1 17.3 7.7 2.4
Glass (unknown oriqin) .  _ 202,087 100.0 14.5 27.1 20.1 18.0 15.6 3 8 CL8
Products under regulation by other Federal agencies2 481,330 100.0 19.4 7.9 14.2 22.3 24.7 9.0 2.4
Female _ ___ __ _ _ _ _ _ _ _ _ 3,594,677 100.0 16.0 14.9 17.0 14.2 21.1 10.8 5.9
Home structures and fixtures, construction materials 971,196 100.0 13.9 11.7 12.5 13.8 22.7 15.2 10.1
Stairs, ramps, and landinqs (indoors or outdoors) 347,070 100.0 9.5 5.9 10.8 15.0 26.2 19.4 13.1
Nails, tacks, and screws 101,401 100.0 9.1 22.1 14.4 14.6 25 9 11 7 2J
Space heatinq. coolinq. and ventilating appliances 33,638 100.0 31.7 14.3 9.9 8.6 16.9 11.4 7.2
Home furnishings 341,247 100.0 31.9 11.0 6.6 8.9 16.9 12.6 12.0
Home communications and hobby equipment 25,934 100.0 35.0 8.8 7.6 15.1 19.3 8.4 5.9
General household appliances 33,190 100.0 19.8 9.3 10.1 11.2 25.8 11.8 12.0
Kitchen appliances and unpowered housewares 304,290 100.0 6.8 5.9 11.3 21.8 34.7 15.5 3.7
Knives and cutlery 118,430 100.0 3.6 6.6 10.9 19.6 36.7 18.3 4.2
Packaging and containers for household products 100,860 100.0 14.1 12.3 12.1 14.7 28.9 13.0 4.9
Home and family maintenance products 49,168 100.0 39.5 8.1 9.1 9.6 21.7 10.0 2.0
Home workshop apparatus 56,905 100.0 11.6 8.9 8.2 12.1 29.1 20.7 9.3
Yard and garden equipment 46,981 100.0 10.8 10:4 10.5 7.1 29.3 20.3 11.6
Child nursery equipment 22,100 100.0 73.4 5.3 1.7 6.3 5.9 4.2 3.3
Toys (excluding riding or ride-on toys) 32,750 100.0 39.6 25.8 11.0 9.1 12.7 1.4 0.4
Ridinq or ride-on recreational equipment 283,399 100.0 13.6 39.4 27.6 6.5 10.2 2.4 0.2
Bicycles __ 166,759 100.0 16.6 44.6 22.3 5.5 8.6 2.1 0.3
Sports ball and related equipment 270,580 100.0 1.5, 14.8 45.8 19.3 17.4 1.1 0.2
Football _ _ _ _ _ _ _ _  _ _ ___ 18,877 100.0 1.0 19.2 53.2 18.2 7.8 0.6 __
Baseball___  ___ _____ ___________ _________ : ............. 106,416 100.0 3.0 13.5 31.5 25.2 25.3 1.2 0.3
Basketball __ _ _ ____  __ ___________ 65,283 100.0 0.2 10.8 67.5 15.3 5.3 0.7 0.1
Winter sports and related equipm ent____  ____________ 73,396 100.0 1.9 17.7 38.3 19.1 17.1 5.3 0.5
Other sports and recreational eq u ipm ent_______ __________ 264,724 100.0 17.3 28.1 25.5 9.9 13.3 5.0 0.8
Miscellaneous 363,037 100.0 13.5 14.4 16.2 19.3 24.2 8.7 3.6
Glass (unknown origin) 156,254 100.0 12.4 18.0 16.8 19.4 24.3 7.4 1.4
Products under regulation by other Federal agencies2 _____ 321,272 100.0 22.2 9.0 11.9 17.0 21.6 12.5 5.5
1 Includes unknown sex.
2 Other than the U.S. Consumer Product Safety Commission.
NOTE: Alaska and Hawaii are excluded from the National Electronic Injury Surveillance System.
SOURCE: U.S. Consumer Product Safety Commission: Data from the National Electronic Injury Surveillance System.
T a b le  95 . E m e rg e n c y  ro o m  re p o rts  o f d ru g  a b u s e  p a tie n ts , a c c o rd in g  to  m o tiv a tio n  fo r  ta k in g  s u b s ta n c e , a g e , se x , an d  race:
U n ite d  S ta te s , re p o rt in g  a re a s , M a y  1 9 7 6 -A p r il  1977
(Data are based on reporting by a sample of hospital emergency rooms)


















Total ___ 123,164 100.0 20.8 16.1 38.8 2.4 21.9
Age
Under 10 years _ 121 100.0 9.9 15.7 28.1 46.3
10-19 ye a rs _________ 25,418 100.0 28.1 5.8 38.8 2.1 25.2
20-29 years 53,789 100.0 21.7 21.2 34.7 2.1 20.3
30-39 years 23,291 100.0 17.3 18.3 41.8 2.4 20.3
40-49 years _ _ _ 11,190 100.0 14.2 14.2 47.0 2.9 21.6
50 years and over ___ 7,930 100.0 11.7 10.3 48.6 4.7 24.7
Unknown __ _______ 1,425 100.0 14.0 16.8 29.6 1.5 38.2
Sex
Male _ _ 51,129 100.0 25.4 24.7 25.5 2.3 22.0
Female _ _ _ _ _ _ 71,832 100.0 17.5 9.9 48.3 2.5 21.8
Unknow n____ _ _ 203 100.0 24.6 19.7 32.5 1.0 22.2
Race
White ______ ___ _ 74,455 100.0 20.9 11.2 44.1 2.4 21.4
Black _ 28,698 100.0 23.2 31.0 25.5 2.7 17.6
Other races _ _____ _ 4,782 100.0 22.6 21.7 36.3 2.0 17.4
Unknown __ _ 15,229 100.0 15.3 9.8 38.7 2.2 34.0
NOTES: Includes only medical emergencies related directly or indirectly to drug ingestion. One emergency room 
episode can involve more than one drug. Each drug included in an episode constitutes a drug report. Data are for 24 standard 
metropolitan statistical areas.
SOURCE: Drug Enforcement Administration, U.S. Department of Justice, and National Institute on Drug Abuse, U.S. 
Department of Health, Education, and Welfare: Data from Project DAWN V.
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T a b le  9 6 . R anks o f  le a d in g  d ru g s  in  d ru g  a b u s e  re p o rts  fro m  e m e rg e n c y  ro o m s , a c c o rd in g  to  a g e  o f  p a t ie n t  a n d  ty p e  o f
d ru g : U n ite d  S ta te s , re p o rt in g  a re a s , M a y  1 9 7 6 -A p r il  1 9 7 7















20 most commonly named drugs Number of Ranks of leading drugs
Diazepam _ __ _ __
reports
21,800 1 1 1 1 1
Alcohol (in combination)2 _ _ . 19,171 2 3 2 2 2
Heroin/Morphine _ .  . . . 12,634 6 2 3 4 11
Aspirin __  __  __ 7,093 3 4 4 . 6 5
Flurazepam _ _ ___ 4,594 11 8 5 3 3
D-Propoxyphene . 4,357 5 6 7 7 8
Chlordiazepoxide _ _ __ __ 3,739 13 12 6 5 4
Marijuana or Hashish __ . 3,602 4 9 + + + + + +
Methadone 3,355 + + 5 9 13 +  4-
Phenobarbital 3,078 10 13 10 9 7
Amitriptyline 2,999 15 14 8 8 i3
Secobarbital 2,975 9 10 11 10 9
Secobarbital/Amobarbital 2,910 14 7 12 15 10
Methagualone 2,214 12 11 17 17 16
Acetaminophen 2,076 8 17 15 16 14
Ethchlorvynol_ ____  _ 2,012 + + 15 13 11 12
PCP 1,790 7 18 + + + + +  +
Perphenazine/Amitriptyline 1,527 17 + + 14 11 13
Cocaine____ _______ _____  . 1,433 16 16 18 + + +  +
Clorazepate 1,343 + 4- + + 16 14 15
1 Includes persons under 10 years of age and persons with unknown age.
2 Alcohol is included only when involved in a medical emergency along with at least one other drug. Alcohol alone is 
excluded.
NOTES: The symbol + +  denotes that the drug does not rank in the top 20 drugs. Only medical emergencies related 
directly or indirectly to drug ingestion are included. One emergency room episode can involve more than one drug. Each 
drug included in an episode constitutes a drug report. Although there were 152 emergency room reports for children under 
10 years of age, the number of episodes by drug of abuse were too small for ranking purposes. Data are for 24 standard 
metropolitan statistical areas.
SOURCE: Drug Enforcement Administration, U.S. Department of Justice, and National Institute on Drug Abuse, U.S. 
Department of Health, Education, and Welfare: Data from Project DAWN V.
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Table 97. Dental visits, according to age of patient and selected characteristics: United States, average annual 1975-76















Dental visits per 1,000 population
Total' ___  _ 1,612.1 1,563.2 1,726.7 1,664.0 1,758.2 1,200.2
Sex
Male __ 1,483.0 1,466.0 1,498.5 1,488.3 1,590.0 1,261.4
Female. . .  _ _ _____  _____ 1,732.3 1,663.8 1,940.1 1,828.0 1,911.5 1,157.4
Color
White ____ _____  . 1,706.7 1,716.9 1,832.3 1,730.2 1,819.0 1,254.7
All other _____  _ _____ 984.1 777.8 1,071.7 1,200.3 1,231.0 665.1
Family income
Less than $5,000 1,063.7 918.5 1,611.7 1,220.1 1,134.5 726.3
$5,000-$9,999_____  . . 1,293.0 1,030.9 1,617.7 1,288.9 1,433.5 1,362.2
$10,000-$14,999 _ __ 1,513.0 1,379.1 1,611.1 1,536.1 1,631.3 1,602.8
$15,000 or more 2,148.8 2,225.3 2,023.9 2,054.9 2,244.8 2'005.5
Geographic region
Northeast _ _ _ _ _  _ _ __ 1,859.5 1,747.7 2,080.7 1,984.5 1,969.7 1,408.0
North Central 1,645.4 1,689.1 1,759.7 1,675.4 1,764.1 1,072.7
South _____  __ 1,290.5 1,202.8 1,324.8 1,364.2 1,442.8 1,044.2
West _____  ___ 1,815.1 1,798.1 1,925.9 1,768.8 2,011.3 1,409.4
Location of residence2
Within S M S A ____  _____ 1,753.2 1,670.0 1,764.8 1,818.6 1,952.0 1,403.0
Large SMSA _ __ _ _ 1,885.5 1,802.0 1,841.8 1,929.8 2,125.8 1,554.7
Core counties __ _ _ ___ 1,828.2 1,659.6 1,857.6 1,855.2 2,118.8 1,607.6
Fringe counties _ _ ___ 2,007.0 2,074.6 1,804.3 2,078.6 2,141.2 1,402.1
Medium SMSA _ ______ 1,614.3 1,582.4 1,731.2 1,646.7 1,760.2 1,164.1
Other SMSA __  ___ 1,518.4 1,343.8 1,533.5 1,736.4 1,621.9 1,323.6
Outside SMSA __  ____ 1,223.4 1,275.9 1,618.0 1,189.8 1,219.7 758.6
Adjacent to SMSA_ _ ___ 1,292.1 1,307.0 1,682.2 1,288.3 1,326.6 789.7
Not adjacent to SMSA __ ___ 1,130.2 1,232.1 1,531.8 1,050.6 1,079.8 720.5
1 includes unknown family income.
2 Grouped according to the April 1973 Office of Management and Budget metropolitan-nonmetropolitan designations.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Data from the Health Interview 
Survey.
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Table 98. Persons 25-74 years of age who visited a dentist during the year prior to interview, according to reason for visit, age, and family income: United States,
. 1971-74
(Data are based on interviews of a sample of the civilian noninstitutionalized population)





















Total1 44.3 100.0 49.4 3.2 17.4 2.3 10.4 5.6 3.8 7.9
Age
25-34 years __ 47.4 100.0 50.0 3.4 21.7 1.5 11.4 1.7 1.9 8.4
35-44 years ___ 49.9 100.0 53.9 3.6 15.0 2.2 11.2 3.2 3.2 7.6
45-54 y e a rs ___ 47.9 100.0 49.1 3.1 17.7 2.7 8.1 7.1 4.6 7.3
55-64 years 37.6 100.0 47.1 1.1 13.3 2.7 9.3 10.1 7.4 9.3
65-74 years 31.6 100.0 41.5 4.7 15.5 2.5 12.0 12.7 4.7 6.0
Family income
Less than $4,000 24.6 100.0 24.0 4.5 14.2 7.7 25.6 8.1 8.9 6.9
$4,000-$6,999 32.5 100.0 30.2 4.6 20.6 2.2 15.1 13.2 6.5 7.7
$7,000-$9,999 41.2 100.0 49.0 3.9 16.5 1.5 11.2 5.8 4.6 7.5
$10,000-$14,999 45.6 100.0 50.9 3.5 18.6 2.4 10.1 4.6 3.3 6.6
$15,000 or more 61.5 100.0 61.3 1.5 15.6 1.5 5.0 3.7 2.4 8.9
' Includes unknown family income.
SOURCE: Division of Health Examination Statistics, National Center for Health Statistics: Data from the Health and Nutrition Examination Survey.
w
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Table 99. Persons with mental disorders and percent of population, according to treatment sector and setting:
United States, 1975
(Data are based on reporting by facilities)
Persons with mental disorders
Treatment sector and setting




Unduplicated total ___ _ _ _ _ __ _ _ _ __________  - _ 31,955,000 100.0 15.0
Unduplicated human services sector___ __ _ __ _ _ 6,861,000 21.5 3.2
Unduplicated health care sector _____  ___ _ _ _ _ _ _ __ 25,094,000 78.5 11.8
Unduplicated specialty mental health sector .  ____ _ __ 6,698,000 21.0 3.1
State and county mental hospitals _ .  _ _ _ __ _ _ _ _ _  _ _ 789,000 2.5 0.4
Psychiatric units of general and neuropsychiatric Veterans Administration
hospitals _ __  _ _ ___ __ _ ___________  ___ _ _ __ _ _ 351,000 1.1 0.2
Private mental hospitals and residential treatment centers_____ _____ 233,000 0.7 0.1
Non-Federal general hospitals with psychiatric units _ _ _____  ___ 927,000 2.9 0.4
Community mental health centers 1,627,000 5.1 0.8
Freestanding outpatient and multiservice c lin ics__  __ _ _ _ _ 1,763,000 5.5 0.8
Halfway houses for the mentally ill ______ _ __ _ ____ _ _ _ 7,000 0.0 0.0
College campus mental health c lin ics__  _____ _ ______ _ __ __ __ 131,000 0.4 0.1
Office-based private practice psychiatrists _________  _ ____  ____ 854,000 2.7 0.4
Private practice psychologists _ __ _ __ ___ __ __ 425,000 1.3 0.2
Unduplicated general hospital inpatient and nursing home sector _ _ 1,100,000 3.4 0.5
Non-Federal general hospitals without separate psychiatric units _ _____ 812,000 2.5 0.4
Federal general hospitals (excludes psychiatric units of Veterans Administra-
tion hospitals) __ _ __ _ _ ____  _ _ _ 59,000 0.2 0.0
Nursing homes _ _ __ __ _ __  _ __ 207,000 0.6 0.1
Nonpsychiatric specialty hospitals ________  _ _ _ _ _  _ _ __. 22,000 0.1 0.0
Unduplicated primary care and outpatient medical sector _ __ _ _ 19,218,000 60.1 9.0
Office-based primary care physicians _ _ ___  _ _____ 10,710,000 33.5 5.0
Other office-based nonprimary care physicians _ __ _ _ __ _ _ 2,337,000 7.3 1.1
Neighborhood health centers _ _ _ _ _ _______  _ _ _ . 314,000 1.0 0.1
Industrial health facilities _ _ __ _ _ ___ _ _ ____  __  _ . 314,000 1.0 0.1
Health department clinics _ _ _ _ _  _ _____ __  _____  _ ___ 941,000 2.9 0.4
General hospital outpatient and emergency rooms __  _ __ _ _ 6,391,000 20.0 3.0
NOTE: The numbers shown include adjustments within and across settings or sectors to unduplicate individuals seen 
in multiple settings and sectors to the extent possible.
SOURCE: National Institute of Mental Health: Unpublished data from Division of Biometry and Epidemiology.
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B. Inpatient Care in Short-Term 
Facilities
Most hospital care in the U nited States is 
provided in short-stay hospitals (i.e., hospitals 
having an average length o f  stay o f less than 
SO days). In 1976, there were 36.5 million 
discharges from  all short-stay hospitals, in­
cluding Federal hospitals, that accounted for
292.4 million days o f care. This volume of 
service represents an 11.2-percent increase in 
discharges and a 5.3-percent increase in days 
o f care over 1971 figures.
N on-Federal short-stay hospitals accounted 
for about 95 percent o f all discharges from  
short-stay hospitals in 1976. Since nearly all 
discharges from  non-Federal short-stay hos­
pitals occur in com m unity  hospitals, data 
from  these two types o f hospitals are com pa­
rable. It is generally the civilian noninstitu- 
tionalized population tha t uses these hospi­
tals. ■
T he use o f non-Federal short-stay hospitals 
varies am ong age groups o f the population. 
In  general, use o f hospital services increases 
with age. Average annual figures for 1975­
76 show that, w ith the exception o f  those 
un d er 1 year o f age, children had  the lowest 
discharge rates. C hildren 10-14 years o f age 
had  the lowest rate o f  all age groups with a 
rate o f 48.5 discharges per 1,000 population. 
W hen  d ischarges fo r  deliveries w ere  ex ­
cluded, rates fo r bo th  males and  fem ales 
in c reased  a t each  su cceed in g  5 -year age 
group after 14 years o f age. Persons 65 years 
o f  age and over w ere discharged from  the 
hospital at more than  twice the rate  o f  per­
sons 15-44 years o f age and  at m ore than  5 
times the rate o f  those u n d er 15 years of age.
O verall, w om en w ere hospitalized m ore 
often than m en in 1975-76, even w hen dis­
charges for childbirth and  pregnancy-related 
disorders w ere excluded. This sex difference 
varied by age, however. For people un d er 15 
years o f age and  65 years o f age and over, 
discharge rates fo r m en w ere h igher than
N O TE: Unless otherw ise noted , data are from  
the ongo ing  data-collection systems o f  the N ational 
C enter for H ealth Statistics. In many instances the data 
have been published in  the  Vital and Health Statistics 
series.
those for women. T he  two m ajor factors that 
contributed to the h igher overall female rate 
were the m uch higher rate for women 15 to 
44 years o f age than for m en in the same age 
g roup  and the  g rea ter n um ber o f  w om en 
than m en in the  o lder age groups.
O ver th e  10-year p e rio d  from  1965 to 
1975, d isch a rg e  ra te s  fro m  n o n -F e d e ra l 
short-stay hospitals w ere unchanged for chil­
d ren  u n d er 15 years o f  age. However, rates 
decreased for people 15-44 years o f  age and 
increased fo r people 45 years o f age and  
over. As a re su lt o f  o ld e r  p eop le  h av ing  
higher discharge rates than  younger people 
and their constituting a growing proportion 
o f the total population, the total discharge 
rate increased from  151.7 per 1,000 persons 
in 1965 to 162.8 in 1975. A ssum ing  no 
significant changes in either medical practice 
o r controls on hospital use, these rates can be 
expected to continue to rise, since population 
projections show that the m edian age as well 
as the proportion o f  the population over 65 
years o f age will continue to increase in the 
fu ture.
T h e  average len g th  o f  stay o f  persons 
discharged from  non-Federal short-stay hos­
pitals in 1975-76 was 7.6 days. I t increased 
as age increased, with patients over 65 years 
o f age staying an average o f 7 days longer 
than those un d er 15 years o f  age. This age 
differential held true  even for specific diag­
noses. For exam ple, a patien t 65 years o f age 
and  over with a fracture stayed an average o f
16.7 days in  the  hospital, w hile a pa tien t 
un d er 15 years o f  age with a fractu re stayed 
only an average o f  6.2 days. Such age d iffer­
ences fo r th e  sam e o r  sim ilar conditions 
reflect the tendency o f o lder persons to have 
m ore com plications th a t req u ire  com plex 
trea tm ent and longer recuperative time.
Men had longer average lengths o f stay in 
the hospital than  w om en in 1975-76. Much 
o f this difference can be explained by the 
large num ber of women who en ter the  hos­
pital for delivery, which norm ally requires . 
only a short length o f  stay.
T he average length o f stay decreased in 
each age group  between 1965 and 1975 with 
the greatest decrease for people 65 years of 
age and  over. T he  overall average length  o f 
stay, however, did no t change significantly
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because a h igher p roportion  o f discharges 
for older people who had longer lengths of 
stay offset the decreases in each of the age 
groups.
O ne way o f exam ining the reasons people 
use non-Federal short-stay hospitals is to look 
at the num ber o f days spent in those hospitals 
by patients for various diseases and  condi­
tions. A lthough childbirth was the most com ­
mon reason for en tering  hospitals in 1975­
76, m ore days o f care were accounted for by 
h ea rt diseases, m alignan t neoplasm s, and  
fractures. W omen stayed in the hospital an 
average o f 4.0 days for delivery, while the 
average length o f stay for both sexes was 12.9 
days for m alignant neoplasms, 11.1 days for 
fractu re, and  10.6 days for h eart disease. 
Diseases of the heart accounted for nearly 11 
percen t o f  all days spen t in non -F edera l 
short-stay hospitals and m ore than 18 percent 
o f all days for persons 65 years o f age and 
over.
Fifteen percent o f hospital days for persons 
un d er 15 years of age were for pneum onia 
o r  frac tu re  in 1975-76. Delivery was the  
reason for nearly 25 percent o f  all days spent 
in hospitals by women 15-44 years o f age. 
O ther than deliveries, neuroses and  nonpsy­
chotic disorders such as alcoholism or d rug  
dependence accounted for the most hospital 
care received by persons 15-44 years o f age. 
For persons 45 years o f age and over, dis­
eases o f  the heart and m alignant neoplasms 
accounted for the most hospital utilization.
Hospital utilization decreases as family in­
come increases. In 1975-76, people in fam i­
lies with low incomes were hospitalized m ore 
often and, once hospitalized, they rem ained 
in th e  hosp ita l lo n g e r th a n  people from  
families with h igher incomes. Several factors 
may account for this. Poorer people are less 
likely to have a continuing source o f prim ary 
care and they are more dependen t on epi­
sodic care in o u tp a tien t d ep artm en ts  and 
em ergency rooms. I t is therefore likely that, 
am ong the poor, conditions tha t might have 
been detected and  trea ted  earlie r are not 
trea ted  until they become serious and require 
inpatient care. Hospital personnel also may 
keep a patient a few days longer when they 
know that hom e conditions are not conducive 
to recovery.
Forty-tw o p e rc e n t o f  the  p a tien ts  d is­
charged from  non-Federal short-stay hospi­
tals in 1975 underw ent surgery. T he average 
annual num ber o f operations per 1,000 pop­
ulation increased  from  76.9 in 1965-66 to 
95.6 in 1975-76. O ver tha t 10-year period, 
the incidence o f most operations increased 
although there  was no evidence o f change in 
the prevalence of conditions leading to sur­
gical intervention. T he increase in surgery 
rates may be the result o f changed criteria 
for perform ing surgery, the introduction of 
new surgical techniques such as the insertion 
or replacem ent o f electronic heart devices, 
im provem ent o f old techniques, o r new p ro­
tocols for m edical m anagem ent. However, 
there is growing concern tha t excessive su r­
gery  is be in g  p e rfo rm e d  in this co u n try  
because there  is an oversupply o f surgeons 
and broad availability o f th ird-party  payment 
for such services.
Biopsies w ere the  most frequen tly  p e r­
form ed surgical procedures in non-Federal 
short-stay  hospitals fo r 1975-76, with an 
average annual rate o f 5.3 per 1,000 persons. 
Data for 1965-66 are not available, but in 
1971 the biopsy rate was 3.7. A bout two- 
th irds o f all biopsies w ere p e rfo rm ed  on 
women in 1975, with m ore than half o f these 
biopsies on the  b reast o r in te rn a l fem ale 
genital organs.
For children under 15 years o f age, the 
surgery rate rem ained about the same during  
the period from  1965-66 to 1975—76. T he 
m ost com m on inpatien t operation  fo r this 
age group in 1975-76 was tonsillectomy, even 
though the average annual tonsillectomy rate 
d ro p p ed  from  16.2 in 1965-66 to 8.5 in 
1975-76. '
E x c lu d in g  sex-specific p ro ced u re s  and  
biopsies, tonsillectomy was the most com mon 
inpatient operation for people 15-44 years of 
age. A lthough  th e  tonsillectom y ra te  fo r 
males and females was about the same for 
children under 15 years o f age, the rate for 
females was twice as high as the rate for 
males for people 15-44 years o f age.
O th e r th an  biopsies, rep a ir  o f inguinal 
hernia, which is perform ed mainly on men, 
was the  m ost com m on in p a tien t opera tio n  
for people 45-64 years o f age. Cholecystec­
tomy, or rem oval o f  gallstones, was the next
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m ost com m on surgical p rocedure in this age 
g roup . O ne opera tio n  fo r which th e  p rev a­
lence has increased greatly is cardiac cathe­
terization. T h ere  were 0.3 such operations 
p e r  1,000 p ersons 4 5 -6 4  years o f  age p e r  
year in 1965-66, bu t this Figure rose to 2.8 in 
1975-76, reflecting  the  sp read  o f  this re la ­
tively new technology.
T he surgical rate for persons 65 years o f 
age and  over increased 44 percen t between 
1965-66 and 1975-76. Much o f this increase 
may reflect the availability o f Medicare cov­
erage to pay for operations which would not 
otherwise have been perform ed. As with the 
o ther age groups except for children under 
15 years o f age, biopsies w ere the leading 
surgical p rocedure for people 65 years o f age 
an d  over, followed by extraction o f  lens and 
reduction o f  fracture with Fixation. T he rate 
o f  lens extractions rose from  5.8 per 1,000 
persons 65 years o f age and over per year in 
1965-66  to 10.9 in 1975-76 . D ilation o f  
u re th ra  also showed a large increase in this 
age group, from  1.2 in 1965-66 to 3.2 in 
1975-76.
■. A bout 63 percent o f all surgical operations 
w ere p e rfo rm e d  on  fem ales in  1975-76 . 
W om en in th e  ch ild b earin g  years, 15-44  
years o f  age, had surgery a t about 21lz times 
the rate o f  m en the same age. Many o f  these 
were sex-specific procedures, such as dilation 
and  curettage o f the  u terus and  hysterec­
tomy. O ne operation for which the rate  has 
increased considerably in  recent years is ce­
sarean section. In  1965, 4.5 percent o f all
deliveries in non-Federal short-stay hospitals 
involved cesarean section. By 1976, the p e r­
centage had increased to 12.1. A lthough the 
prevalence o f cesarean sections varied am ong 
geographic regions and  age groups, the in­
crease was evidenced in every region and  for 
each o f the th ree age groups: u n d e r 25 years, 
25-29 years, and 30 years and  over.
In  1975, hospital utilization data were ob­
tained from  household interviews com paring 
people who had  p repaid  health  insurance 
g ro u p  p lans, su ch  as th o se  p ro v id e d  by 
H ealth M aintenance O rganizations (HMO), 
w ith those who had  fee-for-serv ice plans, 
such as those p rovided  by Blue Cross. In  
p repaid  group plans, doctors are paid either 
a salary o r  capitation paym ent to provide all 
covered services, regardless o f  the  type o r 
num ber o f services perform ed; whereas, in 
fee-for-service plans, doctors a re  paid fees 
specific to the services perform ed. Individu­
als u n d e r 65 years o f  age in prepaid  group 
plans had a lower discharge rate from  short- 
stay hospitals and  a shorter average length  o f 
stay than  individuals in fee-for-service plans. 
A lthough the prepaid  g roup  practice m em ­
bers reported  lower use o f hospital beds, a 
h igher p roportion  o f  them  received surgical 
tre a tm e n t w hile th ey  w ere stay ing  in  the  
hospital. T he lower ra te  o f  hospital utilization 
fo r p rep a id  p lan  m em bers, how ever, was- 
accom panied by h igher rates o f doctor visits. 
This pattern  reflects the emphasis such plans 
p lace on  p rev en tiv e  a n d  am b u la to ry  care 
services as an alternative to hospital services.
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(Data are based on reporting by facilities)
T a b le  1 0 0 . D is c h a r g e s  a n d  d a y s  o f  c a re  in  s h o r t -s ta y  h o s p ita ls , a c c o rd in g  to  ty p e  o f  s e rv ic e  a n d  ty p e  o f  o w n e r s h ip  o f
h o s p ita l: U n ite d  S ta te s , 1971 a n d  1 9 7 6
All Community hospitals All other hospitals
of ownership hospitals Total General Specialty Total General Psychiatric Other
1971 Number of discharges
All ownerships 32,799,191 30,953,670 30,610,180 343,490 1,845,521 1,706,094 101,442 37,985
Government_____ 8,295,494 6,575,649 6,532,964 42,685 1,719,845 1,671,724 39,584 8,537
Federal .  _____________ 1,592,390 — — •— 1,592,390 1,587,338 — 5,052
State-local_____________ 6,703,104 6,575,649 6,532,964 42,685 127,455 84,386 39,584 3,485
Proprietary_______ 2,331,371 2,284,069 2,227,450 56,619 47,302 334 35,036 11,932
Nonprofit _______ 22,172,326 22,093,952 21,849,766 244,186 78,374 34,036 26,822 17,516
Church _______________ 6,716,841 6,707,071 6,681,205 25,866 9,770 1,630 6,862 1,278
Other _________________ 15,455,485 15,386,881 15,168,561 218,320 68,604 32,406 19,960 16,238
1976
All ownerships __ 36,484,250 34,355,320 33,995,018 360,302 2,128,930 1,907,273 173,045 48,612
Governm ent___ 9,221,563 7,237,819 7,201,752 36,067 1,983,744 1,891,360 76,316 16,068
Federal ______ 1,832,620 — — — 1,832,620 1,826,923 — 5,697
State-local___________ 7,388,943 7,237,819 7,201,752 36,067 151,124 64,437 76,316 10,371
Proprietary_______ 3,007,226 2,938,251 2,866,329 71,922 68,975 — 51,037 17,938
Nonprofit ___ 24,255,461 24,179,250 23,926,937 252,313 76,211 15,913 45,692 14,606
Church ___________ 6,826,072 6,815,572 6,798,356 17,216 10,500 — 10,500 —
O th e r___ _________ 17,429,389 17,363,678 17,128,581 235,097 65,711 15,913 35,192 14,606
■ 1971 Number of days of care
All ownerships ._ 277,812,813 247,372,505 244,821,038 2,551,467 30,440,308 27,675,261 2,136,257 628,790
Government_____ 82,201,506 53,687,300 53,133,332 553,968 28,514,206 27,500,016 813,252 200,938
Federal .  . _____  ____ 26,943,991 — — — 26,943,991 26,826,229 __ 117,762
State-local_____________ 55,257,515 53,687,300 53,133,332 553,968 1,570,215 673,787 813,252 83,176
Proprietary_______ 16,073,916 15,238,983 15,007,251 231,732 834,933 928 726,607 107,398
Nonprofit _______ 179,537,391 178,446,222 176,680,455 1,765,767 1,091,169 174,317 596,398 - 320,454
Church ___ . . .  . . . 54,042,655 53,847,284 53,672,995 174,289 195,371 5,006 180,167 10,198
Other __________  _____ 125,494,736 124,598,938 123,007,460 1,591,478 895,798 169,311 416,231 310,256
1976
All ownerships ._ 292,408,068 263,560,214 260,759,568 2,800,646 28,847,854 24,654,339 3,502,088 691,427
Governm ent_____ 80,488,100 54,090,813 53,619,837 470,976 26,397,287 24,591,695 1,519,281 286,311
Federal ______________ 24,259,188 — — — 24,259,188 24,136,669 __ ‘ 122,519
State-local ________ ____ 56,228,912 54,090,813 53,619,837 470,976 2,138,099 455,026 1,519,281 163,792
Proprietary____ 20,740,295 19,503,982 19,153,448 350,534 1,236,313 — 1,058,520 177,793
Nonprofit . . . . 191,179,673 189,965,419 187,986,283 1,979,136 1,214,254 62,644 924,287 227,323
Church __ ____________ 53,977,482 53,699,279 53,522,514 176,765 278,203 — 278,203 _
Other . __________ . . . 137,202,191 136,266,140 134,463,769 1,802,371 936,051 62,644 646,084 227,323
NOTE- Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association 
to one of the following services: General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; 
rehabilitation; orthopedic; other specialty; children's general; children's eye, ear, nose, and throat; children's rehabilitation; 
children's orthopedic; and children's other specialty.
SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the 
Master Facility Inventory.
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T a b le  101 . D is c h a rg e s , d a ys  o f  c a re , a n d  a v e ra g e  le n g th  o f  s ta y  in n o n -F e d e ra l s h o rt-s ta y  h o s p ita ls , a c c o rd in g  to  se x  an d
a g e : U n ite d  S ta te s , 19 6 5  an d  19 7 5
(Data are based on a sample of hospital records)
Sex and age
Discharges Days of care Average of length of stay
1965 1975 1965 1975 1965 1975











Under 15 years ______ 71.5 71.5 351.5 328.0 4.9 4.6
15-44 years ______ _ 177.0 155.4 1,042.9 885.1 5.9 5.7
45-64 years . 174.3 194.7 1,713.5 1,748.9 9.8 9.0
65 years and over . 263.9 359.3 3,446.7 4,165.9 13.1 11.6
Male2 __ 121.3 134.0 1,017.9 1,104.4 8.4 8.2
Under 15 years 79.2 78.6 388.6 364.8 4.9 4.6
15-44 years ______ 97.7 92.8 682.4 633.9 7.0 6.8
45-64 years _ _ . 169.2 188.3 1,688.0 1,699.9 10.0 9.0
65 years and over . 276.3 386.9 3,411.2 4,379.0 12.3 11.3
Female2 _ _ _ _ 179.8 189.7 1,338.6 1,395.2 7.4 7.4
Under 15 years 63.4 64.1 311.7 289.7 4.9 4.5
15-44 years 249.2 214.6 1,370.6 1,122.1 5.5 5.2
45-64 years ______ 178.4 200.5 1,822.8 1,793.6 9.7 8.9
65 years and over_____ 252.8 339.9 3,452.4 4,016.4 13.7 11.8
1 1965 figures include data for which sex was not stated.
2 1965 figures include data for which age was not stated.
NOTE: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population.
SOURCE: National Center for Health Statistics: Utilization of short-stay hospitals, annual summary for the United 
States, 1975, by A. Ranofsky. Vita/ and Health Statistics. Series 13-No. 31. DHEW Pub. No. (HRA) 77-1782. Health Resources 
Administration. Washington. U.S. Government Printing Office. Apr. 1977.
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T a b le  102 . D is c h a rg e s  a n d  d a y s  o f  c a re  in n o n -F e d e ra l s h o rt-s ta y  h o s p ita ls  p e r  1 ,0 0 0  p o p u la tio n , a c c o rd in g  to  se x  a n d  ag e :
U n ite d  S ta te s , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on a sample of hospital records)
Age















Number per 1,000 population
All ages ___ 163.0 134.7 189.4 160.6 1,245.3 1,098.9 1,381.8 1,265.4
Under 1 y e a r_______ 204.9 233.9 174.5 174.5 1,266.0 1,433.5 1,090.6 1,090.6
1-4years__ _ ____ 90.0 101.6 77.8 77.8 367.5 410.7 322.5 322.5
5-9 years_ _________ 60.5 66.5 54.3 54.3 240.2 259.5 220.1 220.1
10-14 years _____ 48.5 50.2 46.6 44.9 219.0 234.8 202.7 194.9
15-19 years _____ 115.2 74.7 155.3 101.2 564.4 436.2 691.6 477.6
20-24 years _______ 171.2 85.4 250.8 138.7 827.3 553.6 1,081.2 656.8
25-29 years _______ 182.3 88.0 271.0 160.8 950.1 576.7 1,301.3 845.3
30-34 years ______ 157.7 97.2 214.4 160.9 917.8 644.0 ' 1,174.8 942.5
35-39 years . _ . 149.4 113.0 182.2 163.4 1,000.7 821.5 1,162.5 1,074.2
40-44 years ______ 158.2 125.5 189.2 183.8 1,148.4 941.8 1,344.1 1,320.3
45-49 years _______ 171.1 147.9 192.7 192.2 1,355.7 1,186.6 1,514.2 1,511.0
50-54 years _______ 183.7 172.1 194.4 194.0 1,550.3 1,489.3 1,606.4 1,604.5
55-59 years _______ 201.8 199.4 204.1 204.1 1,850.3 1,789.6 1,906.5 1,906.5
60 -64years . . .  . . . 231.9 254.4 212.6 212.6 2,311.1 2,507.2 2,143.9 2,143.9
65-69 years _______ 280.5 311.5 255.5 255.5 2,981.8 3,314.4 2,714.5 2,714.5
70-74 years _______ 323.9 358.0 299.4 299.4 3,708.0 4,011.8 3,489.1 3,489.1
75-79 years _______ 396.5 429.7 375.1 375.1 4,735.3 5,059.7 4,526.6 4,526.6
80-84 years _______ 480.4 516.4 459.5 459.5 5,793.9 6,095.7 5,619.5 5,619.5
85 years and over___ 665.1 731.9 631.8 631.8 8,288.2 8,959.0 7,953.9 7,953.9
1 Rates for females are shown both for all females and for all females not having delivery (ICDA codes 650-662) as first- 
listed diagnosis.
NOTE: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the 
Hospital Discharge Survey.
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310 T a b le  103. D is c h a rg e s  fro m  n o n -F e d e ra l s h o rt-s ta y  h o s p ita ls  p e r 1 ,0 0 0  p o p u la tio n , a c c o rd in g  to  ag e , sex, le a d in g  d ia g n o s tic  c a te g o ry , a n d  IC D A  co d e : U n ite d
S ta te s , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on a sample of hospital records)












Both sexes Discharges per 1,000 population
All diagnoses 163.0 71 4 154.4 195.0 361.3
Diseases of the heart___  390-398, 402, 404, 410-414, 420-429 12.8 0.4 2.3 23.7 66.0
Ischemic heart disease 410-414 9.0 *0.1 1.2 17.7 46.3
Malignant neoplasms ___ 140-209 7.6 0.5 2.2 14.5 34.2
Fracture ___ 800-829 5.5 3.6 4.4 5.0 16.2
Delivery ___ 650-662 14.9 03 33.8 *0.1
Neuroses and nonpsychotic disorders —  300-309 5.4 0.8 6.5 8.1 6.1
Cerebrovascular disease 430-438 2.9 *0.1 0.2 3.4 20.5
Pneumonia ___ 480-486 3.5 4 5 1.2 3.1 11.5
Psychoses . . .  290-299 1.7 *0.0 2.1 2 1 2.7
Diabetes mellitus _______250 2.6 0.4 1.4 4 5 9.3
Arthritis and rheumatism 710-718 2.4 0.2 1.1 4.9 8.7
Cholelithiasis (gallstones) _______574 2.2 *0.0 1.8 4.1 5.4
Diseases of arteries, arterioles, capillaries __ 440-448 1.5 *0.0 0.3 2.2 8.6
Displacement of intervertebral disc ______ 725 1 8 *0 0 2 0 3.5 1.3
Benign neoplasms ___ 210-228 3.4 0.7 3 9 5.4 3.4
Bronchitis, emphysema, asthma ___ 490-493 2 5 2.5 1.0 3.3 6.6
Diseases of central nervous system ___ 320-349 1 6 1 1 1.3 1 9 3.2
Ulcer ___ 531-534 1 9 *0.1 1.4 3.7 5.1
Sprains and strains ___ 840-848 1.9 *0 2 2.6 2 5 1.9
Eye diseases and conditions ___ 360-379 2.8 1.4 08 3.5 13.6
Inguinal hernia ___ 550,552 2 4 1.9 1.4 3 9 4.9
Hyperplasia of prostate _______600 1 1 *0.0 *0.0 1.8 7.4
Congenital anomalies 740-759 1 6 3.2 1.2 1.0 0.9
Disorders of menstruation _______626 2 8 *0.1 4 2 4.0 0.8
Intercramal injury ___ 850-854 1.7 2.1 2 0 0.9 1.3
Appendicitis ' ___ 540-543 1.4 1.8 1.8 0.6 *0.4
Lacerations _ . . .  870-907 1.6 1.1 2.2 1.2 1.3
Gastritis and duodenitis _______535 1.4 0.3 1.4 2 0 2.4
Hypertension _ 400,401,403 1.2 *0.0 0.8 2 6 2.6
Male
All diagnoses 134.7 78.5 93.4 189.2 387.9
Diseases of the heart ___ 390-398,402,404,410-414,420-429 14.3 0.5 2.9 31.8 73.8
Ischemic heart disease . 410-414 10.5 *0.1 1.8 25 0 52.5
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Malignant neoplasms 140-209 7.2 0.5 1.5 12.8 43.0
Fracture _ _ 800-879 5.9 4.5 6.5 4.9 9.4
Neuroses and nonpsychotic disorders . 300-309 5.6 0.7 6.4 9.9 6.7
Cerebrovascular disease ___ _ __ 430-438 2.8 *0.1 *0.2 4.1 21.2
Pneumonia ___  _ _ 480-486 3.7 5.0 1.2 3.3 13.5
Hyperplasia of prostate ______ __ ______  600 2.4 *0.0 *0.0 3.8 18.0
Diseases of arteries, arterioles, capillaries 440-448 1.7 *0.0 0.3 2.9 11.2
Inguinal hernia _____ ___ 550. 557 4.4 3.0 2.5 7.7 10.4
Psychoses _ _________ ____ 290-299 1.4 *0.1 2.1 1.5 2.3
Displacement of intervertebral disc __________ 725 2.0 *0.0 2.5 3.9 *1.1
Ulcer _ _____ _ ______ 531-534 2.3 *0.1 1.7 4.5 7.0
Diabetes mellitus ___ ___________250 2.1 0.4 1.2 3.8 7.9
Bronchitis, emphysema, asthma . . .  __ 490-493 2.5 3.0 0.7 3.1 8.9
Diseases of central nervous system ______ 320-349 1.5 1.2 1.2 2.0 3.6
Arthritis and rheumatism ______ 710-718 1.9 *0.3 1.0 4.1 6.2
Sprains and strains __ ______ 840-848 2.0 *0.2 3.0 2.6 1.4
Lacerations ___ 870-907 2.4 1.5 3.5 1.7 1.7
Intercranial injury _____ 850-854 2.3 2.7 2.7 1.1 1.4
Cholelithiasis (gallstones) ___________574 1.1 *0.0 0.6 2.4 4.3
Eye diseases and conditions _ _ ______ 360-379 2.5 1.5 0.8 3.4 11.9
Congenital anomalies _ __ _ _ ______ 740-759 1.7 3.9 0.9 0.9 *1.1
Female
All diagnoses____ _ 189.4 63.9 212.1 200.3 342.7
Diseases of the heart_____  390-398,402,404,410-414,420-429 11.3 *0.4 1.7 16.4 60.6
Ischemic heart disease ______ 410-414 7.5 *0.1 0.7 11.1 42.0
Delivery _____  650-662 28.8 0.6 65.6 *0.2
Malignant neoplasms ___ _____  140-209 8.0 0.4 3.0 15.9 28.0
Fracture______ _____  800-829 5.2 2.7 2.5 5.1 20.9
Neuroses and nonpsychotic disorders _____  300-309 5.1 0.8 6.7 6.4 5.7
Cerebrovascular disease _____  430-438 3.1 *0.1 0.3 2.8 20.0
Arthritis and rheumatism _____  710-718 2.9 *0.2 1.2 5.5 10.5
Psychoses _ _____  290-299 1.9 *0.0 2.2 2.8 3.0
Cholelithiasis (gallstones) ___ ___  • __________ 574 3.2 *0.0 3.0 5.6 6.2
Diabetes mellitus __________ ................. 250 3.0 0.4 1.5 5.2 10.4
Benign neoplasms . __ _ . . . ..........  210-228 5.4 ■ 0.8 6.8 8.6 4.0
Pneumonia ______ . . .  __ _____  480-486 3.3 3.9 1.3 3.0 10.0
Disorders of menstruation ____ ______ 626 5.3 *0.2 8.1 7.6 1.4
Displacement of intervertebral disc . _. .............. ....... -725 1.5 *0.0 1.6 3.1 1.5
Bronchitis, emphysema, asthm a___  ___ _____  490-493 2.4 2.0 1.4 3.5 5.0
Diseases of arteries, arterioles, capillaries ..........  440-448 1.2 *0.0 0.2 1.6 6.8
Diseases of central nervous system _____  320-349 1.6 1.0 1.4 1.9 2.9
Sprains and strains. . _____  840-848 1.8 *0.1 2.3 2.5 2.3
Eye diseases and conditions _____  360-379 3.1 1.3 0.8 3.7 14.8
Ulcer _____ _____  531-534 1.5 *0.1 ' 1.1 2.9 3.8
Congenital anomalies . _____  740-759 1.5 ' 2.5 1.5 1.0 *0.7
Hypertension ___ __ _ ____ 400,401,403 1.3 *0.0 0.8 2.9 3.2
1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United 
States. Codes 760-771, 773, and 779 are not used in the Hospital Discharge Survey.
NOTE: Rankings are based on number of days of care. Rates are based on the average annual civilian noninstitutionalized population. 
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the Hospital Discharge Survey.
312 T a b le  104. D ays o f  ca re  in n o n -F e d e ra l s h o rt-s ta y  h o s p ita ls  per 1 ,0 0 0  p o p u la tio n , a c c o rd in g  to  a g e , sex , lea d in g  d ia g n o s tic  c a te g o ry , and  IC D A  co d e : U n ite dS ta te s , a v e ra g e  a n n u a l 1 9 7 5 -7 6
(Data are based on a sample of hospital records)












Both sexes Days of care per 1,000 population
All diagnoses 1,245.3 322.1 864.7 1,733.3 4,167.2
Diseases of the heart 390-398, 402, 404, 410-414, 420-429 135.1 3.3 19.1 234.9 755.3
Ischemic heart disease _ _ _ _ _ 410—414 97.3 *1 2 11.1 178.7 538.5
Malignant neoplasms _ _ _ _ _ _ _ _ 140-209 98.2 4.3 21.4 188.4 477.0
Fracture _ 800-829 61 2 22 4 37 9 54.2 270.5
Delivery _ . . .  650-662 60.2 *1.4 136.1 *0.7
Neuroses and nonpsychotic disorders ____ 300-309 48.4 7.0 56.6 69.4 72.6
Cerebrovascular disease _ ____ 430-438 38.9 *0.8 2.8 42 5 279.7
Pneumonia___________ ____ 480-486 31 7 26.3 9.4 31.1 141.8
Psychoses __________ 290-299 27.3 *1.4 32.2 36.8 51.2
Diabetes mellitus_ _ .__ _ j ___ _ _ ._____ _ . ____250 26.7 *2 7 10.1 48.1 114.2
Arthritis and rheumatism ________________  ____ _ 710-718 26 5 ‘ 1 8 9.1 49.2 116.5
Cholelithiasis (gallstones) . _ . 574 22 5 *0.2 15.3 40.5 71.5
Diseases of arteries, arterioles, capillaries__________ _ . . 440-448 21 1 *0.3 2.7 29.1 135.0
Displacement of intervertebral disc ..............725 19.9 *0.2 21.9 40.6 18.7
Benign neoplasms _ ............ .........  ........ ............... _ 210-228 19.7 *2 5 21.2 34.6 26.1
Bronchitis, emphysema, asthma 490-493 18.2 11.1 6.1 27.8 68.1
Diseases of central nervous system 320-349 17.9 9.7 12.9 22.8 49.2
Ulcer ____ 531-534 17 7 *0 5 9.7 34.5 60.8
Sprains and strains ____ 840-848 14 6 *2.4 18.2 20.2 17.8
Eye diseases and conditions ____  360-379 13.4 3.6 3.3 17.8 72.1
Inguinal hernia 550, 552 13 1 5.0 68 23.5 39.4
Hyperplasia of prostate ________ 600 12 1 *0 1 *0.6 15.4 84.0
Congenital anomalies __ _ _ _________ 740-759 104 19 0 6 7 8.6 9.3
Disorders of menstruation __________ 626 104 *0.3 15.7 14 9 3.1
Intercranial injury _ _ ___ _____ _ 850-854 9.8 7.3 11 4 8.2 12.5
Appendicitis _ _ ___ ___ ____ _______________ ____ 540-543 8.6 9.9 9.7 6.3 *4.8
Lacerations_ ___ ____ ______________  ____.__ ____ 870-907 8.6 4.2 11.1 7.5 10.5
Gastritis and duodenitis __________________  _____ ________ 535 8.1 *1 1 7.3 12.4 19.6
Hypertension____ _____________  _______ _ _ ___ 400, 401,403 80 *0 4 4.9 18.0 19.9
Male
All diagnoses __ _ 1,098.9 354.7 623.7 1,690.2 4,392.3
Diseases of the heart .......... .......  390-398,402,404,410—414,420-429 147.8 *3.0 25.3 315.0 818.9
Ischemic heart disease _ _ _ ______ . ______ . . . .  410-414 110.8 *0.9 16.9 254.1 587.2
Malignant neoplasms_________________ _ . . . .  140-209 93.9 *4.9 15.3 169.3 586.8
Fracture _ .  _ ___ ______ _________ _________  800-829 56.2 28.3 55.5 49.3 161.5
Neuroses and nonpsychotic disorders ________ 300-309 49.3 7.0 53.3 83.5 78.4
Cerebrovascular disease .  . . . ___  . _________  430-438 36.8 *0.8 *2.3 51.0 287.7
Pneumonia . . .  _ _ __ _________  480-486 32.3 28.9 8.7 32.2 161.8
Hyperplasia of prostate .  _ . ______________ 600 25.0 *0.2 *1.2 32.3 204.0
Diseases of arteries, arterioles, capillaries.. _________ 440-448 25.0 *0.3 *3.2 37.0 182.6
Inguinal hern ia________  _______  ___ . _________  550,552 24.3 8.3 12.3 45.9 83.8
Psychoses_____ __ __ ._ _ . . _________ 290-299 21.4 *1.7 29.0 22.7 39.3
Displacement of intervertebral disc . . . ______________ 725 21.3 *0.3 24.8 44.1 *15.2
U lcer... ___ _________  ______ _______ _________ 531-534 21.1 *0.4 11.6 41.7 84.8
Diabetes mellitus__________ ____________ _ ______________ 250 21.1 *2.5 9.1 40.4 92.8
Bronchitis, emphysema, asthm a_________ _________ 490-493 18.8 13.9 4.5 25.4 90.6
Diseases of central nervous system . . _________ 320-349 18.6 10.2 14.0 23.6 55.7
Arthritis and rheumatism ______________ _____ _________ 710-718 17.9 *2.1 6.7 37.5 77.1
Sprains and strains . . .  _ ____________ _ . . . _________ 840-848 13.5 *0.9 18.8 19.0 *12.2
Lacerations. _ ___ _________ 870-907 12.4 *5.8 18.3 8.8 *10.7
Intercranial injury __ . _________ 850-854 12.2 8.0 15.6 9.1 *14.8
Cholelithiasis (gallstones) . . ______________ 574 12.0 *0.0 4.6 24.1 57.5
Eye diseases and conditions _________ 360-379 11.4 *4.3 *3.3 17.0 61.1
Congenital anomalies . .  . _________ 740-759 11.4 23.7 5.7 *7.3 *12.2
Female
All diagnoses _ ____  ____  ___ 1,381.8 288.2 1,092.5 1,772.7 4,009.6
Diseases of the heart _________  390-398,402,404,410-414,420-429 123.2 *3.6 13.3 161.9 710.8
Ischemic heart disease ____________________ _________ 410-414 84.6 *1.5 5.7 110.1 504.5
Delivery __________________ __________ _____ _________  650-662 116.4 *2.9 264.7 *1.3
Malignant neoplasms_____ _ . . . _________ 140-209 102.2 *3.8 27.1 205.8 400.2
Fracture ____ _________ 800-829 65.9 16.2 21.3 58.7 346.9
Neuroses and nonpsychotic disorders _ _____ _________ 300-309 47.5 7.1 59.8 56.6 68.6
Cerebrovascular disease . __ _ . . . _________  430-438 40.8 *0.9 *3.3 34.7 274.1
Arthritis and rheumatism . . ___ _________ 710-718 34.6 *1.4 11.4 59.8 144.1
Psychoses _____ _____ 290-299 32.9 *1.1 35.2 49.6 59.6
Cholelithiasis (gallstones) _ . _ ____ ______________ 574 32.2 *0.3 25.5 55.5 81.3
Diabetes mellitus.. . . . . . ____ _______ ______________ 250 32.0 *2.9 10.9 55.1 129.1
Benign neoplasms _______________________  .._________  210-228 31.8 *3.1 36.1 56.1 31.6
Pneumonia____________________________  . . . _________  480-486 31.3 23.7 10.1 30.1 127.9
Disorders of menstruation __________________ ______________ 626 20.0 *0.6 30.6 28.4 *5.3
Displacement of intervertebral disc ________ ______________ 725 18.6 *0.2 19.2 37.3 21.1
Bronchitis, emphysema, asthma .  ___________ _________ 490-493 17.7 8.3 7.7 30.0 52.3
Diseases of arteries, arterioles, capillaries _____ _________ 440-448 17.4 *0.3 *2.1 21.9 101.7
Diseases of central nervous system . . ___ _________ 320-349 17.2 9.2 11.9 22.0 44.6
Sprains and strains__________  _______ _________  840-848 15.5 *3.9 17.6 21.2 21.8
Eye diseases and conditions ________________ _________  360-379 15.3 *3.0 *3.2 18.5 79.8
Ulcer.. . . .  . . .  _______  ___ . . . _________  531-534 14.5 *0.6 7.9 27.8 43.9
Congenital anomalies . . .  _________ __________ 740-759 9.6 14.1 7.6 9.8 *7.4
Hypertension.^______________ _ _ _______ _____  400,401,403 9.5 *0.5 4.9 20.9 25.0
1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United 
States. Codes 760-771,773, and 779 are not used in the Hospital Discharge Survey.
NOTE: Rankings are based on number of days care. Rates are based on the average annual civilian noninstitutionalized population.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the Hospital Discharge Survey. •
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314 T a b le  105. A v e ra g e  le n g th  o f s ta y  fo r  p a tie n ts  d is c h a rg e d  fro m  n o n -F e d e ra l s h o rt-s ta y  ho sp ita ls , ac co rd in g  to  a g e , sex, le a d in g  d ia g n o s tic  c a te g o ry , and  IC D A
co de: U n ite d  S ta tes , a v e ra g e  an n u a l 1 9 7 5 -7 6
(Data are based on a sample of hospital records)




















Diseases of the heart 390-398, 402,404, 410-414, 420-429 106 8.0 8.4 9.9 11.4
Ischemic heart disease __ _________ _ _ 410-414 10.9 15.8 9.1 10.1 11.6
Malignant neoplasms _____ _ _ 140-209 12.9 9.3 9.5 13.0 14.0
Fracture______________  _ _ _ 800-829 11.1 6.2 8.6 10.9 16.7
Delivery ____ _ __ _ _ _ ___ 650-662 4.0 4.5 4.0 5.6
Neuroses and nonpsychotic disorders _ _ _ _ _ _ _ 300-309 9.0 9.0 8.6 8.6 11.9
Cerebrovascular disease _ _ _ __ ___ 430-438 13.2 10 8 11.4 12.4 13.7
Pneumonia _____ _ _ _ __ ___ __ _ _ 480-486 9 1 5.9 7 6 9.9 12.4
Psychoses _ _ ____ _ _ _ _____ 290-299 164 *29.9 15 1 17 2 19.0
Diabetes mellitus ___ __ _ _ _______ ____250 10 3 7 0 7.4 10.6 12.2
Arthritis and rheumatism ___ _ _ ________ 710-718 10 9 7 6 8.5 10.1 13.4
Cholelithiasis (gallstones) ___ __ ___ _ _ _ ___ . . .  574 10 2 *9.4 8 4 10.0 13.2
Diseases of arteries, arterioles, capillaries __ .......... 440-448 144 *6 5 9 9 13.2 15.7
Displacement of intervertebral disc _ _ ____ ___ 725 11 4 ‘ 14.2 10.7 11.7 14.2
Benign neoplasms _ _ _ ___ ___ 210-228 5 9 3.8 5.4 6.4 7.8
Bronchitis, emphysema, asthma _ _ _ _ _ __ __ 490-493 7 4 4 5 5.9 83 10.2
Diseases of central nervous system _____  __ __ 320-349 11 4 8.7 10.0 11.8 15.4
Ulcer _______ _ _ _  ___ ____ . _ 531-534 93 6 1 7 1 9.4 11 9
Sprains and strains__ _ _ _ _ _ _ ______ __ 840-848 7 6 12.9 6 9 8.0 9.3
Eye diseases and conditions _______________ ____ ___ 360-379 47 2 5 4.2 5.0 5.3
Inguinal hernia __ __ _____________  ___ ___ 550,552 5 5 2 7 5.0 6.0 8.1
Hyperplasia of prostate _ ____________  ______ ______600 10.5 *10 0 *25.3 8 5 11.3
Congenital anomalies _ ...... ............................ .. 740-759 6.5 6.0 5.6 9.0 10.6
Disorders of menstruation _ _ _ __ _____ _____ _______626 3 8 ‘ 3.4 3.8 3.7 3.9
Intercranial injury _ _ _ ........ ... ......... .........  __ ___ 850-854 5.7 3.4 5.7 8.7 9.7
Appendicitis _ _ _ __ ______ ___ _____ 540-543 6.1 5.6 5.5 10.1 11.2
Lacerations _ _ _ _ _ _ _  ____________ ___ 870-907 5.3 3.9 5.1 6.3 7.8
Gastritis and duodenitis ___ _ ___ __ _ ____ 535 5.9 3.3 5.2 6.3 80
Hypertension __ __________ _ ___ ______ 400,401,403 7.0 *10.1 6.3 7.0 7 7
Male
All diagnoses _ _ _ _ _ _ _ _ _ _ _  ___ 8.2 4 5 67 8 9 11 3
Diseases of the heart 390-398, 402, 404, 410—414, 420—429 10 3 63 8.7 9.9 11.1
Ischemic heart disease ___ ..............  _. _ _______ . . .  410-414 10.5 *11 2 9.2 10.2 11.2
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Malignant neoplasms. . . . ___ __________  140-209 13.1 9.4 10.3 13.2 13.6
Fracture _ _ . . . ____  __ _________  800-829 9.6 6.3 8.5 10.1 17.2
Neuroses and nonpsychotic disorders _ . __________  300-309 8.8 9.6 8.4 8.5 11.7
Cerebrovascular disease . . . . ________ __ __________  430-438 13.2 *11.5 11.3 12.5 13.6
Pneumonia . . .  _________ _ ________ __________  480-486 8.7 5.8 7.2 9.7 12.0
Hyperplasia of prostate ________ _______________ 600 10.5 *10.0 *25.3 8.5 11.3
Diseases of arteries, arterioles, capillaries . __________ 440-448 14.6 *6.2 11.0 12.8 16.3
Inguinal hernia __________ _ . . .  . _________ 550,552 5.6 2.7 5.0 6.0 8.1
Psychoses________ _ _ . . .  ___  . __________  290-299 14.9 *34.2 13.9 15.6 17.3
Displacement of intervertebral disc _ _ _ _______________ 725 10.6 *20.5 9.9 11.2 13.9
Ulcer _ ____  ______ _ __________  531-534 9.2 *5.0 7.0 9.2 12.1
Diabetes mellitus __ . . .  _ _ . . . _______________ 250 10.0 6.6 7.4 10.5 1-1.8
Bronchitis, emphysema, asthma _ . .  _ . __________ 490-493 7.4 4.7 6.1 8.1 10.1
Diseases of central nervous system . . __________ 320-349 12.0 8.6 12.1 12.0 15.6
Arthritis and rheumatism _ . _ __________ 710-718 9.5 7.7 6.9 9.1 12.5
Sprains and strains . . .  . . __________  840-848 6.7 *4.2 6.4 7.4 9.0
Lacerations . . .  ___ __________  870-907 5.1 4.0 5.3 5.2 6.5
Intercranial injury ____  . .  . ._ __________  850-854 5.4 3.0 5.7 8.4 10.3
Cholelithiasis (gallstones) _ ___ _______________ 574 10.9 *1.5 8.4 10.3 13.2
Eye diseases and conditions __________ . __________  360-379 4.6 2.8 4.1 5.1 5.1
Congenital anomalies ____ ____ ___  . . . __________ 740-759 6.7 6.1 6.3 8.4 11.1
Female
All diagnoses .  . .  . _. 7.3 4.5 5.2 8.9 11.7
Diseases of the heart_______  390-398,402,404,410-414,420-429 10.9 10.4 8.0 9.9 11.7
Ischemic heart disease ____ __________  410-414 11.3 *21.4 8.7 9.9 12.0
Delivery _____  _ _____ __________  650-662 4.0 4.5 4.0 5.6
Malignant neoplasms ____ __________  140-209 12.8 9.1 9.1 12.9 14.3
Fracture_________________  _. __________ 800-829 12.6 6.1 8.7 11.5 16.6
Neuroses and nonpsychotic disorders ___ __________ 300-309 9.3 8.5 8.9 8.8 12.1
Cerebrovascular disease _ _ __ _  _._ __________ 430-438 13.3 *10.2 11.4 12.2 13.7
Arthritis and rheumatism _______ __________ 710-718 11.8 7.4 9.8 10.8 13.8
Psychoses___________ _____ ___ __________  290-299 17.5 *25.0 16.1 18.0 20.0
Cholelithiasis (gallstones) ________  ____ _______________ 574 10.0 *10.6 8.4 9.9 13.2
Diabetes mellitus _. .  _ _____ ............ ..................250 10.6 7.3 7.4 10.7 12.4
Benign neoplasms .  _. . . .  . . . ___ ___________ 210-228 5.9 3.9 5.3 6.5 7.9
Pneumonia _____________________________ __________ 480-486 9.5 6.0 7.9 10.1 12.8
Disorders of menstruation____ _ ______ _______________ 626 3.8 *3.4 3.8 3.7 3.9
Displacement of intervertebral disc ._ ____ _______________ 725 12.3 *9.7 11.8 12.2 14.4
Bronchitis, emphysema, asthma___________ ............... 490-493 7.4 4.2 5.7 8.5 10.4
Diseases of arteries, arterioles, capillaries . . . __________ 440-448 14.0 *6.9 8.7 13.9 14.9
Diseases of central nervous system ________ _____  320-349 10.7 8.8 8.4 11.7 15.2
Sprains and strains________  ___________ __________ 840-848 8.5 *26.2 7.6 8.6 9.5
Eye diseases and conditions ____________ __________ 360-379 4.9 2.3 4.3 5.0 5.4
Ulcer . .  . .  . . .  ____________ __ _______ __________ 531-534 9.5 *7.2 7.3 9.7 11.6
Congenital anomalies ___________________ .......... .........  740-759 6.3 5.7 5.2 9.6 10.2
Hypertension ________ _____ ______  400,401,403 7.1 *11.5 6.0 7.1 7.8
1 Diagnostic groupings and code number inclusions are based on the Eighth Revision International Classification of Diseases, Adapted for Use in the United 
States. Codes 760-771,773, and 779 are not used in the Hospital Discharge Survey.
NOTE: Rankings are based on number of days of care.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the Hospital Discharge Survey.
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Discharges Number per 1,000 population
All incomes'___ 163 71 154 195 361 164 73 149 195 370 159 61 191 193 271
Less than $5,000 __ 230 96 202 283 382 237 100 182 291 397 210 89 258 260 292
$5,000-59,999 185 79 187 218 342 192 85 185 221 351 153 59 196 195 214
$10,000-514,999 155 76 156 190 406 157 79 156 191 405 137 45 162 168 439
$15,000 or m o re ___ 129 56 125 171 338 130 58 123 172 339 94 30 153 157 *305
Days of care
All incomes'____ 1,245 322 865 1,733 4,167 1,219 312 808 1,652 4,161 1,418 372 1,232 2,435 4,231
Less than $5,000 _ _ _ 2,189 579 1,282 3,191 4,442 2,195 580 1,178 2,901 4,364 2,170 578 1,567 4,084 4,919
$5,000-$9,999 _____ 1,419 351 998 2,046 3,888 1,464 378 949 1,994 3,975 1,190 257 1,225 2,407 2,579
$10,000-$14,999 . . . 1,064 301 682 1,625 4,658 1,065 309 816 1,633 4,674 1,057 *239 1,122 1,529 *4,364
$15,000 or more . 852 210 692 1,304 3,783 842 206 668 1,304 3,725 984 *262 998 1,305 ‘ 5,014
Average length of stay Number o1 days per discharge
All incomes' 7.6 4.5 5 6 8 9 11.5 7.4 4.3 54 8.5 11 2 8.9 6.1 6 5 12.6 15.6
Less than $5,000 9.5 6.0 63 11.3 11 6 9.3 5.8 6.5 10.0 11.0 10.3 6.5 6.1 15.7 16.8
$5,000-59,999 . 7.7 4.4 5.3 9.4 11.4 7 6 4.4 5 1 9.0 11.3 7.8 4 4 6.3 12.3 12.1
$10,000-$14,999 _____ 69 4.0 5.4 8.6 11.5 6.8 3.4 5.2 8.5 11 5 7.7 *5.3 6.9 9.1 *9 9
$15,000 or more 6.6 3.8 5.5 7.6 11 2 6 5 3.9 5.4 7.6 11.0 10.5 *8.7 65 8.3 *16.4
1 Includes unknown income.
NOTE: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population.
S O U R C E S : D iv is ion  o f H ea lth  In te rv ie w  S ta tis tics , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tics - D a ta  fro m  th e  H e a lth  In te rv ie w  S u rv e y ; D iv is io n  o f H e a lth  R eso urces
U tiliza tio n  S tatis tics , N a tio n a l C en te r fo r  H ea lth  S ta tis tics : D ata  fro m  th e  H o s p ita l D is c h a rg e  S u rv e y
T a b le  107 . O p e ra tio n s  fo r  in p a t ie n ts  d is c h a rg e d  fro m  n o n -F e d e ra l s h o rt-s ta y  h o s p ita ls  a n d  ra te s , a c c o rd in g  to  le a d in g
s u rg ic a l c a te g o ry  a n d  IC D A  S e v e n th  a n d  E ig h th  R e v is io n  c o d e s : U n ite d  S ta te s , a v e ra g e  a n n u a l 1 9 6 5 -6 6  a n d  1 9 7 5 -7 6
(Data are based on a sample of hospital records)
ICDA codes1 Operations













All operations1 2 3 __ _ _ _ _ ___ ___ 14,669 20,063 76.9 95.6
Biopsy _ ___  _ _ _ _ _ _ _  _ _ _ . — A1-A2 — 1,111 — 5.3
Dilation and curettage of uterus _ _ __ . 72.8 70.3, 74.7 765 1,069 4.0 5.1
Hysterectomy '72.3-72.6,72.9 69.1-69.5 494 702 2.6 3.3
Tonsillectomy with or without adenoidectomy ___ _. 27.1-27.2 21.1-21.2 1,193 657 6.3 3.1
Repair of inguinal hernia _ _ __ __. 40.0-40.1 38.2-38.3 524 528 2.7 2.5
Oophorectomy; salpingo-oophorectomy __ _. 70.2-70.5 67.2-67.5 289 462 1.5 2.2
Excision of lesion of skin and subcutaneous tissue _. 89.1 92.1-92.2 526 458 2.8 2.2
Cholecystectomy __  _ _ _ _ _ __ . 53.5 43.5 356 442 1.9 2.1
Ligation and division of fallopian tubes, bilateral ___ 71.5 68.5 68 394 0.4 1.9
Cesarean section _ _ _ _ _ __ _ _ __. 78.0-78.4 77 168 353 0.9 1.7
Extraction of lens __ __. _ _ ____  ____ _ :l17.3—17.5 814.4-14.6 159 327 0.8 1.6
Appendectomy4 _ _ _ ___ _ __ . 45.1 41.1 374 312 2.0 1.5
Closed reduction of fracture without fixation _ __ :>82.0 ‘82.0 370 311 1.9 1.5
Reduction of fracture with fixation __ _ _ __ _ :l82.2 "82.2 219 308 1.2 1.5
Dilation and curettage after delivery or abortion ___ 77.1 78.1 301 291 1.6 1.4
Exploratory laparotomy ___ _ _ ___ . 41.1 39.1 203 282 1.1 1.3
Prostatectomy __ ___  ___ _ __ __ _ 66.1-66.3 58.1-58.3 201 268 1.1 1.3
Dilation of urethra __ __ __ __ 64.5 57.5 110 246 0.6 1.2
Repair of obstetrical laceration _ _ _ _. 77.2-77.3 78.2-78.3 188 230 1.0 1.1
Myringotomy______  __ ___  ___ _ . — 17.0 — 229 — 1.1
Cardiac catheterization 30.4-30.5 30.2 42 211 0.2 1.0
Partial mastectomy ___ __ _ __ . 38.1 65.2 196 209 1.0 ■ 1.0
Hemorrhoidectomy _____  ___  _ __ ___ 49.3 51.3 274 203 1.4 1.0
Suture of skin or mucous membrane 89.4 92.5 227 187 1.2 0.9
Plastic repair of cystocele and/or rectocele 74.4 71.4 161 183 0.8 0.9
Rhinoplasty and repair of nose 21.4 19.3 66 173 0.3 0.8
Salpingectomy, bilateral. 71.2 68.2 40 167 0.2 0.8
Excision of bone, partial 80.2 80.4 121 160 0.6 0.8
Excision of intervertebral cartilage 83.4 86.4 92 158 0.5 0.8
Resection of small intestine or co lon___  ___  _ 46.2-46.5 47.4-47.6 100 157 0.5 0.7
Excision of semilunar cartilage of knee joint _ . 83.5 86.5 66 153 0.3 0.7
1 Surgical groupings and code number inclusions are based on the Seventh Revision and Eighth Revision International 
Classification of Diseases, Adapted for Use in the United States.
2 Includes operations not listed in table.
3 These codes are modifications of ICDA codes for use in the Hospital Discharge Survey.
4 Limited to estimated number of appendectomies, excluding those performed incidental to other abdominal surgery. 
NOTE: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population.
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the 
Hospital Discharge Survey.
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(Data are based on a sample of hospital records)




















Under 15 years Operations per 1,000 population
All operations4 . . . . 41 1 40 7 47.3 46.4 34.5 34.7
Tonsillectomy with or without adenoidectomy 27 1-27.2 21 1-21 2 16 2 8.5 16 3 8.5 16.0 86
Myringotomy __ _ . . . 17.0 . . . 3 9 ... 4 5 . . . 3.4
Repair of inguinal hernia 40.0-40 1 38 2-38.3 2.3' 2 0 4.0 3.4 0.6 0.6
Closed reduction of fracture without fixation 582.0 582.0 2 2 1 9 2.9 2.4 1.5 1.4
Appendectomy6 45.1 41 1 2.3 1 8 2.5 2 0 2.1 1.7
Adenoidectomy without tonsillectomy . . 27 3 21.3 0.6 1 5 0.7 1 7 0.5 1.4
Resection and recession of eye muscle 112-113 10 5-10.6 1 1 1 0 1 2 1.0 1.1 1.0
Dilation of urethra . _ 64 5 57 5 0.5 09 *0 2 *0.3 0.8 1.5
Excision of lesion of skin and subcutaneous tissue 89.1 92 1-92 2 1 0 09 1.0 09 1.0 0.8
15-44 years
All operations4 ... ... 87 1 100 6 54.8 56.9 116.2 141.8
Biopsy________________  ___ . . . A1-A2 4 1 1 7 63
Tonsillectomy with or without adenoidectomy . ____ . . 27 1-27 2 21 1-21.2 2 8 2.2 2.3 1.4 3.3 2.9
Excision of lesion of skin and subcutaneous tissue 89 1 92 1-92 2 3.5 1.9 3.6 1.7 3.3 2.2
Appendectomy6 ____ _ _ 45 1 41.1 2.6 1 9 2.7 1 9 2.5 1.9
Cholecystectomy . _____ _ 53.5 43.5 1 7 1.8 0 6 0.5 2.7 3.0
Exploratory laparotomy_______ . . 41 1 39 1 1 2 1 5 0 7 0.7 1 6 2 1
Repair of inguinal hernia _ ___ . .. 40.0-40.1 38 2-38.3 1.7 1.4 3 2 2.6 0.4 03
Rhinoplasty and repair of nose ...... .......... ........  . _ 21.4 19 3 0 6 1 3 06 1.2 0.7 1.4
Surgical removal of teeth _____ ____ 24.2 99.4 1.0 1 3 0.7 0.9 1.3 1.6
Excision of semilunar cartilage of knee joint . .. _ 83.5 86.5 0 7 1 2 1.1 2 0 *0.2 0.6
Partial mastectomy . . .  _ _ __________  _ ___ 38.1 65.2 1 6 1.2 *0.1 *0.1 3.0 2.3
Suture of skin or mucous membrane____ . . . 89 4 92 5 1 8 1 2 2.9 1.8 0.9 0.6
Closed reduction of fracture without fixatio n___. . =82.0 582 0 1.5 1 1 2 3 1.6 0.8 0.6
45-64 years
All operations4 ________________________________ ___ ... 97.9 122.9 82.4 100.8 112.0 143.1
Biopsy___________________  __ _ ___ ---------------------------- _ A1-A2 ... 9.4 — 6.5 — 12.1
Repair of inguinal hernia ________________  ___________ 40.0-40.1 38.2-38.3 4.4 4.1 8.5 8.0 0.6 0.6
Cholecystectomy . ____  ___________ _______  _____ 53.5 43.5 4.0 4.0 2.2 2.4 5.6 5.4
Excision of lesion of skin and subcutaneous tissue _______ 89.1 92.1-92.2 3.8 3.4 3.7 3.2 3.9 3.6
Cardiac catheterization ________________________ ____ 30.4-30.5 30.2 0.3 2.8 *0.3 4.0 *0.3 1.6
Extraction of lens . . .  . .  ................................ 517.3-17.5 514.4-14.6 1.2 1.9 1.3 2.0 1.2 1.9
Hemorrhoidectomy__________________________ ________ 49.3 51.3 3.0 1.9 3.4 2.1 2.6 1.7
Partial mastectomy___  _ ____________________________ 38.1 65.2 1.6 1.7 *0.1 *0.1 3.0 3.1
Exploratory laparotomy . .... ............................ 41.1 39.1 1.5 1.6 1.4 1.3 1.6 1.9
Excision of intervertebral cartilage . _. _____________ 83.4 86.4 0.8 1.6 1.0 1.8 0.7 1.3
Dilation of urethra ___________________  _. __________ 64.5 57.5 0.7 1.4 0.8 1.2 0.6 1.6
65 years and over
All operations4 __ ............................. . . . . . . 107.5 154.9 119.6 178.9 97.7 138.2
Biopsy.. _______  _ . ................ ............................. . . . A1-A2 ... 13.9 16.0 ... 12.4
Extraction of lens ______  _ . . . . ........  ............................ 517.3—17.5 514.4-14.6 5.8 10.9 5.0 9.3 6.4 11.9
Reduction of fracture with fixation __ . ..........................•_ 582.2 582.2 5.4 6.8 2.9 3.6 7.4 9.0
Repair of inguinal hernia ____ . .  ______________ 40.4-40.1 38.2-38.3 4.7 5.2 9.3 11.2 1.1 1.0
Cholecystectomy______ _ _ ____ ________________ 53.5 43.5 4.3 4.7 3.1 4.0 5.3 5.2
Excision of lesion of skin and subcutaneous tissue ______ 89.1 92.1-92.2 3.5 4.0 3.8 4.5 3.2 3.7
Insertion or replacement of electronic heart device .............. . . . 30.4-30.5 . . . 3.7 — 4.6 . . . 3.0
Resection of small intestine or colon____________ _______ 46.2-46.5 47.4-47.6 2.3 3.4 1.8 3.5 2.6 3.3
Dilation of urethra _____________________________ 64.5 57.5 1.2 3.2 1.9 4.8 *0.6 2.0
Local excision and destruction of lesion of bladder .............. 63.1 56.1-56.2 2.1 3.1 3.4 5.6 *1.0 1.4
Exploratory laparotomy. .  . . .  ................ ..... ........... 41.1 39.1 2.2 2.7 1.9 2.6 2.4 2.8
Closed reduction of fracture without fixation ........................ 582.0 582.0 2.9 2.5 1.7 1.2 3.9 3.4
1 Operations applicable to one sex are not listed in this table. See table 109.
2 Surgical groupings and code number inclusions are based on the Seventh Revision and Eighth Revision International Classification of Diseases, Adapted for 
Use in the United States.
3 Includes data for which sex was not stated.
4 Includes operations not listed in table, including operations applicable to one sex.
5 These codes are modifications of ICDA codes for use in the Hospital Discharge Survey.
6 Limited to estimated number of appendectomies, excluding those performed incidental to other abdominal surgery.
NOTE: Excludes newborn infants. Rates are based on the civilian noninstitutionalized population.
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(Data are based on a sample of hospital records)





























to males Operations per 1,000 males
Prostatectomy __ __ 66.1-66.3 58.1-58 3 2.2 2.6 *0.0 *0.0 *0.1 *0.0 *3.0 3.7 ■ 18.5 21.4
Operations applicable
to females Operations per 1,000 females
Dilation and curettage of uterus 72 8 70.3, 74.7 7.8 9.8 *0.1 *0 1 12.9 15.2 11.3 13.3 3.0 3.6
Hysterectomy . . . ___ 72.3-72.6 69.1-69.5 5.0 6.5 *_ *0.1 7.5 8.9 8.6 10.6 2.9 3.2
372.9
Oophorectomy; salpingo-oopho-
rectomy _ _ _ 70.2-70.5 67.2-67.5 2.9 4 2 *0.0 *0.1 4.5 5.3 4.9 8.0 1.4 2.2
Ligation and division of fallopian
tubes, bilateral _____ 71 5 68.5 0.7 3.6 * - *0 0 1.7 8.2 *0.0 *0.3 *_ * o o
Cesarean section ____ 78.0-78.4 77 1.7 3.3 *_ *0.1 4.3 7.4 *0 0 *0.0
Dilation and curettage after deliv-
ery or abortion _ _____ 77.1 78.1 3.1 2.7 *0.0 *0.1 7.6 6.1 *0.1 *0.1
Repair of obstetrical laceration __ 77.2-77.3 78.2-78.3 1.9 2.1 *0.0 *0.1 48 4.8 *0.0 *0 0 *_ *0.0
Plastic repair of cystocele and/oi
rectocele __ _ ____ 74 4 71.4 1.6 1.7 *_ *0.0 1.6 1.5 3.5 3.7 2.8 2.1
Salpingectomy, bilateral _ 71.2 68.2 0 4 1.5 *0.0 *0.0 0.9 3.4 *0.2 *0.3 *0.0 *0.0
1 Surgical groupings and code number inclusions are based on the Seventh Revision and Eighth Revision International Classification of Diseases, Adapted for 
Use in the United States.
2 Includes data for which age was not stated.
■' The code 72.9 has been added for the Hospital Discharge Survey to include not otherwise specified hysterectomy.
S O U R C E : D iv is io n  o f H e a lth  R eso u rces  U tiliz a tio n  S ta tis tic s , N a tio n a l C e n te r fo r  H e a lth  S ta tis tics : D ata  fro m  th e  H o s p ita l D is c h a rg e  S u rvey .
Table 110. Cesarean sections as a percent of deliveries in non-Federal short-stay hospitals, according to geographic region
and age: United States, 1965 and 1970-76 '
(Data are based on a sample of hospital records)
Geographic region and age
Year
1965 1970 1971 1972 1973 1974 1975 1976
United States Percent of deliveries involving cesarean section
All ages___ . 4.5 5.5 5.8 7.0 7.9 9.1 10.4 12.1
Under 25 years ___  _ 3.3 4.6 4.4 5.6 6.8 7.8 8.9 11.1 ■
25-29 years _ _ - ____ 4.3 5.9 6.5 7.7 8.1 9.6 11.1 12.3
30 years and over _____ 7.0 7.8 8.9 10.0 11.2 12.1 13.9 14.5
Northeast
All ages _ ______ 4.6 6.2 7.4 7.3 9.0 10.8 11.8 14.6
Under 25 years _____  .  . 3.3 4.7 5.7 5.2 7.2 9.7 9.4 13.2
25-29 years _____  .  .  . 4.3 6.5 7.0 7.8 9.4 10.2 12.4 14.8
30 years and over _____ 6.8 9.0 11.7 10.9 12.7 13.9 16.3 16.9
North Central
All ages „ 4.1 4.7 5.2 5.7 7.0 8.3 , ' 9.3 10.6
Under 25 years _____ - 2.6 4.0 4.0 4.9 5.8 6.8 7.8 10.0
25-29 years .  ____  - 3.9 5.4 6.5 5.5 7.1 9.9 .10.1 10.9
30 years and over _____ 7.8 5.5 7.2 8.4 10.1 . 10.3 13.0 11.6
South
All ages _ _________ 3.5 5.8 5.1 7.4 8.0 9.2 10.5 12.1
Under 25 years _ _____ 2.9 5.0 3.7 5.8 6.9 8.1 9.0 11.6
25-29 years _________ *3.8 6.4 6.1 9.6 8.7 9.9 12.0 12.1
30 years and over ________ 5.0 7.6 9.0 9.6 11.2 12.7 13.5 14.5
West
All ages_______ 6.5 5.7 5.6 8.3 8.0 8.1 10.4 11.3
Under 25 years ___  _______ 5.5 4.5 4.9 7.0 7.9 7.1 10.2 9.8
25-29 years _ _ _______ *6.0 *4.7 6.2 8.2 6.8 7.9 9.8 11.7
30 years and over _____ 8.7 10.5 *7.1 12.2 10.2 11.6 12.1 15.0
SOURCE: Division of Health Resources Utilization Statistics, National Center for Health Statistics: Data from the 
Hospital Discharge Survey.
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C. Inpatient Care in Long-Term 
Facilities
Inpatien t long-term  care facilities include 
long-stay psychiatric and o ther hospitals (i.e., 
hospitals with an average length o f stay o f 30 
days o r more), nursing homes, facilities for 
the mentally retarded , homes for dependent 
children, homes or resident schools for the 
emotionally disturbed, resident facilities for 
d rug  abusers or alcoholics, and various other 
types o f institutions. Patients in these facilities 
need treatm ent or m anagem ent o f  a chronic 
condition or are too incapacitated to care for 
themselves.
T he Survey o f  Institu tionalized Persons 
(SIP), conducted by the Census B ureau in 
1976, provides data on the  u tilization o f 
n u rs in g  hom es an d  o th e r  long-term  care 
institutions, excluding long-stay hospitals and 
correctional institutions. A lthough data from 
this survey are for 1976, the sample for the 
survey was taken  from  th e  1973 M aster 
Facility Inventory, and facilities newly opened 
after 1973 were not included. As a result, the 
SIP estimates are slight undercounts.
T w o-thirds o f the estim ated 1.6 million 
residents in the institutions surveyed in 1976 
were 65 years o f age and over. T here  were 
more men than women under 65 years of 
age, but nearly 70 percent o f institutionalized 
people 65 years of age and over were women.
Seventy-nine percen t o f  institutionalized 
people 65 years o f age and  over and  68 
percent o f those 18-64 years o f  age entered 
institutions prim arily because they needed 
medical o r nursing care. A nother 13 percent 
o f people 65 years o f age and over and 17 
percent o f those 18-64 years o f age entered 
because their families were unable to care for 
them. For residents under 18 years of age, 
38 percent en tered  institutions because they 
n eeded  m edical o r  n u rs in g  care , and  31 
percent were adm itted because their families 
were unable to care for them. A nother 14
NOTE: Unless otherwise noted, data are from 
the  o ngo ing  data-collection  systems o f  the  National 
Center for Health Statistics. In many instances the data 
have been published in the Vital and Health Statistics 
series.
percent o f those under 18 years o f age were 
com m itted or assigned to the institution.
The services needed and received by peo­
ple in institutions in 1976 varied by age. T he 
need  fo r m edical and  n u rs in g  care rose 
sharply with age, as did the proportion of 
those needing these services who received 
them  at least once a m onth. Psychiatric care 
and physical therapy were required m ore by 
younger people in institutions than by the 
elderly. However, the proportions of those 
needing these services who received them  
were higher am ong the elderly. T he need for 
educational training and social workers de­
clined with increasing age.
The nursing hom e is a relatively new insti­
tu tion  in the  U nited  States. P rio r to the 
1930’s, few nursing homes existed. With the 
enactm ent o f the Social Security Act in 1935 
and  the 1965 am en d m en ts  to the Social 
Security Act (i.e., Medicare and Medicaid), 
Federal funds became available for the health 
care o f the elderly and the poor. Today, 
nursing homes provide most of the long-term  
inpatient care in the United States. About 
two-thirds of the beds in long-term  facilities 
are in nursing homes.
A ccording to prelim inary data from  the 
National N ursing Home Survey, there were 
1,287,400 residen ts  in n u rs in g  hom es in
1977. This NCHS survey includes data from 
all types of nursing homes, including domicil­
iary  care hom es and  p ersonal care  hom es 
without nursing, which were excluded from 
the 1973-74 National Nursing Home Survey. 
Eighty-five percen t o f nursing  hom e resi­
dents in 1977 were 65 years of age and over.
Seventy-one percent o f all residents were 
women, while only 59 percent o f the U.S. 
population 65 years of age and over in 1977 
were women. Since women, on the average, 
live longer than men, an elderly woman is 
more likely than an elderly man to be wid­
ow ed and  th u s  be w ithou t the  help  and  
com pan ionsh ip  a spouse can provide. In  
1977, 58 percent o f all nursing home resi­
dents were widowed. Data on marital status 
by sex are  not available for 1977, but in 
1973-74, 73 percent o f female residents and 
42 percent o f male residents were widowed. 
A nother possible reason for the high p ro p o r­
tion o f  w om en in n u rs in g  hom es is th a t
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elderly women tend  to have lower incomes 
than  elderly m en and, as a result, they may 
be less able to pay fo r better housing, food, 
and possibly outside help if they remain at home.
In  1976, there were ju s t under a million 
d isch arg es  fro m  n u rs in g  hom es. T h re e -  
fourths o f the patients discharged were alive. 
However, a breakdow n by age shows tha t 
about 90 percent o f the discharges un d er 65 
years o f age were alive, while only 65 percent 
o f  the discharges 85 years o f age and  over 
were alive.
Thirty-seven percen t o f  th e  residents in 
nursing homes in 1977 had diseases o f the 
circulatory system as the ir prim ary diagnosis 
at their last exam ination; about half o f these 
had arteriosclerosis. A nother 22 percent o f 
nursing  hom e residents were diagnosed as 
having m ental disorders and senility w ithout 
psychosis.
More than half of the residents in nursing 
homes in 1977 had been in ano ther health 
facility p rio r to the ir admission to the nursing 
hom e, and m ore than half o f  these had been 
in general or short-stay hospitals. Sixty-four 
percent o f the residents in nursing hom es in 
1977 had been in the hom e for a t le a s t 'a  
year, and 31 percen t had been in for 3 years 
or more. However, o f the patients discharged 
in 1976, 52 percent had been in the hom e 
for less than 3 m onths. Less than 10 percent 
o f patients discharged from  nursing  homes 
in 1976 had been in the home for 3 years o r 
more. '
The disparity between the length o f  time 
spent in the  facility by residen ts an d  dis­
charged patients suggests th a t there  are two 
separate groups o f persons who use nursing 
hom es—those adm itted  fo r relatively long 
periods o f  time because there is little chance 
for im provem ent in the ir chronic problem s, 
and those- adm itted for relatively short pe­
riods o f  time because they need recuperative 
care.
Most long-stay hospital care is received in 
long-stay  psych ia tric  hosp ita ls . M ore th a n  
th ree -fo u rth s  o f  all in p a tien t days spen t in 
long-stay  hosp ita ls  in  1976 w ere  sp e n t in 
psychiatric hospitals.
T he  National Institu te o f  Mental H ealth 
(NIM H) provides data on inpatient and  ou t­
patient use o f all types o f psychiatric facilities,
including short-stay and  long-stay psychiatric 
hospitals, psychiatric units o f  general hospi­
tals, residential trea tm ent centers, federally- 
fu n d ed  com m unity m ental health  centers, 
freestan d in g  o u tp a tien t clinics, and  o th e r  
m ental health facilities.
As a result o f the developm ent o f  com m u­
nity-based program s for the diagnosis, trea t­
m en t, an d  reh ab ilita tio n  o f  perso n s w ith 
m ental disorders, the locus o f  care for per­
sons with such disorders has shifted from  the 
large State m ental hospitals to community- 
based facilities, particularly outpatien t psychi­
atric services and com m unity m ental health  
centers. In  1955, 1.7 million episodes o f care 
were provided by the facilities th a t rep o rt to 
NIM H. O f these, 49 percent were provided 
by S tate and  county  m en tal hospitals, 23 
p e rcen t by o u tp a tien t psychiatric services, 
and 16 percent by non-Federal general hos­
pital inpatient psychiatric units. By 1975, the 
num ber o f episodes o f  care provided by all 
facilities increased to 6.4 million. O f these, 
only 9 percent were provided by State and- 
county m ental hospitals and 9 percen t by 
non-Federal general hospital inpatien t psy­
ch ia tric  un its. H ow ever, 72 p e rcen t w ere 
p rov ided  by o u tp a tien t psychiatric service 
facilities.
M ore than  a h u n d re d  m illion in p a tien t 
days o f care w ere spen t in m ental health  
facilities in 1975, bu t this was 50 million less 
than  in 1971. Seventy-eight percen t o f the 
inpatien t days in 1971 and  67 percen t of’ the 
days in 1975 were spent in State and  county 
m ental hospitals. Less than  8 percen t o f the 
inpatien t days in all m ental health  facilities in 
1971 were spent in the psychiatric units o f 
general hospitals, bu t this figure increased to 
m ore than  12 percent in 1975.
A lthough the num ber o f  inpatient days in 
m ental health  facilities decreased  betw een 
1971 and  1975, th e  n u m b e r o f  in p a tien t 
additions (new admissions, readm issions, or 
people who re tu rn  from  leave) increased 19 
percent. This reflects the decreasing average 
length o f  stay fo r psychiatric inpatients. Most 
o f th e  increase in in p a tien t additions was 
accounted  fo r by a 211-percen t increase in 
inpatient additions to federally-funded com­
m unity m ental health centers and  freestand­
ing outpatien t clinics.
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Facilities for the m entally re ta rd ed  had 
about 163,000 residents in 1976, a decrease 
o f nearly 40,000 from 1971. A lthough the 
admission rate has rem ained relatively stable 
since 1946, the net release rate o f the resi­
den t patient population in mental retardation 
facilities began to rise in the late 1960’s and 
has continued to increase. T he introduction 
o f new methods o f treatm ent and m anage­
ment during  this period and policies o f dein ­
stitutionalization contributed to this trend.
Despite the trend  in m ental health care 
away from  institutionalization and tow ard 
ou tpa tien t psychiatric care, increased need 
for long-term  health care can be expected 
over the next few years as the num ber of 
elderly people in the United States increases. 
Planning for appropriate care and the means 
to pay for it are of high priority. Providing 
alternative arrangem ents for care on a non- 
institutionalized basis is also o f considerable 
concern.
Table 111. Institutionalized population, according to age, color, and sex: United States, 1976 
(Data are based on resident records in a sample survey of institutions)
Institutionalized population
















Number of persons Persons per 1,000 resident population
Total 1 2-‘ ____ 1,550,100 151,530 334,120 1,027,850 7.2 2.3 2.6 44.8
Male2__________________ 596,820 85,410 182,420 322,530 5.7 2.6 2.9 34.4
Female2 __ __ . _ 947,880 64,750 151,250 703,150 8.6 2.0 2.3 51.8
White* _ _ _ 1,410,020 115,350 292,750 970,070 7.6 2.1 2.6 46.6
Male ___ __ 524,850 63,580 158,210 299,040 5.8 2.3 2.9 35.4
Female _ _ _ . . 885,170 51,760 134,540 671,030 9.3 1.9 2.4 54.2
All other * _ _ 134,670 34,810 40,920 55,610 4.7 3.2 2.6 26.4
Male _ _ _ _ _ 71,970 21,820 24,210 23,490 5.3 4.0 3.3 25.9
Female _ _ _ _ 62,710 12,990 16,710 32,120 4.2 2.4 2.0 26.8
1 Includes unknown age.
2 Includes unknown color.
1 Includes unknown sex.
NOTE: Excludes persons in long-stay hospitals and penal and/or juvenile detention facilities.
SOURCE: U.S. Bureau of the Census: Current Population Reports. Series P-23, No. 69. Washington. U.S. Government 
Printing Office, June 1978.
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Table 112. Institutionalized population, according to age and primary reason for admission to facility for institutional care:
United States, 1976
(Data are based on resident records or reporting by staff in a sample survey of institutions)
Population and primary reason for admission
Age .






Institutinnali7eri population2 1,550,100 151.530 • 334.120 I 1.027.850
Percent distribution .
All admissions2 _ ____ .  __ _______  __ 100.0 100.0 100.0 100.0-
Needed medical or nursing care ___ . . . . . .  __ 72.3 37.9 ' 68.5 79.0
No money or resources to keep person at home _ _ _ . 0.6 1.1 1.0 0.5
Committed or assigned to facility .  __________ _____ 2.6 14.4 4.5 ■ 0.3
Family unable to care for person . . .  ____ ____ _ _ 15.5 30.6 16.7 12.7
Education and training .  __ ______ _ . 1.2 8.4 1.9 0.0
Other reasons _ .  ____ . . . . ______ _ . . . 6.3 7.0 5.3 6.5
1 Includes unknown age.
2 Includes residents for which reason for admission is unknown.
NOTE: Excludes persons in long-stay hospitals and penal and/or juvenile detention facilities. '
SOURCE: U.S. Bureau of the Census: Current Population Reports. Series P-23, No. 69. Washington. U.S. Government 
Printing Office, June 1978. ’
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326 Table 113. Services needed and received by the institutionalized population, according to age and type of service- United States, 1976
(Data are based on reporting by staff in a sample survey of institutions)
Age
Type of service

















































Medical _ 75.2 73.9 49.7 57.9 70.6 65.1 80.2 77.6
Nursing __ _ . . 81.0 99.7 44.8 94.7 68 7 98.6 90.6 99.7
Psychiatric__________ _ 10.4 70.9 32.3 68.9 24.8 66.9 2.5 86.4
Physical/speech therapy _ . 19.6 74.1 30 1 75.4 23.4 61.3 17.1 79.7
Occupational therapy . . . 15.2 82 4 14.1 70.2 18.8 74.0 14.4 87.5
Educational training _________ 12.7 95.0 76.7 98.4 21.6 90.9 05 82.0
Social work __ __ 40.4 71.7 60.3 80 8 50.1 67 8 34.4 71.0
Other services . ___________ 37.4 93 5 41.0 94.6 43 7 93.2 35.6 93.6
1 Includes unknown age.
2 Receiving services at least once a month.
NOTE: See table 111 for number of institutionalized persons. Excludes persons in long-stay hospitals and penal and/or juvenile detention facilities. 
SOURCE: U.S. Bureau of the Census: Current Population Reports. Series P-23, No. 69. Washington. U.S. Government Printing Office, June 1978.
T a b le  114 . N u rs in g  h o m e  re s id e n ts  fo r  1 9 7 7  a n d  n u rs in g  h o m e  d is c h a rg e s  a n d  p e rc e n t d is c h a rg e d  a liv e  fo r  1 9 7 6 , a c c o rd in g
to  a g e , se x , c o lo r , a n d  m a r ita l s ta tu s : U n ite d  S ta te s
(Data are based on resident records in a sample survey of nursing homes)
Age, sex, color, and 
marital status





Total_____  __ _ .  __ 1,287,400 100.0 973,100 74.2
Age
Under 65 years 189,500 14.7 135,400 89.9
65-74 years _ _ _ _ _  _ _ _ _ 202,000 15.7 161,200 73.4
75-84 years ___  _. 470,600 36.6 381,800 75.9
85 years and over 425,300 33.0 294,700 65.3
Sex
Male _ __ _ __ _ 369,400 28.7 349,700 74.8
Female __ _ _ __ 918,000 71.3 623,400 73.9
Color
White1 1,180,300 91.7
All other 107,100 8.3 — —
Marital status2
Married 160,800 12.5 192,100 80.1
Widowed 743,700 57.8 552,300 71.8
Divorced or separated 87,600 6.8 84,700 86.2
Never married 265,900 20.7 106,300 69.4
Unknown *29,400 *2.3 37,700 *65.8
1 Excludes Spanish-American (Hispanic).
2 For resident data, marital status at time of data collection. For discharge data, marital status at time of discharge.
NOTE: Data are provisional.
SOURCE: National Center for Health Statistics: Comparison of nursing home residents and discharges, 1977 National 
Nursing Home Survey, by E. Hing and A. Zappolo .Advance Data from Vital and Health Statistics, No. 29. DHEW Pub. No. 
(PHS) 78-1250. Public Health Service, Hyattsville, Md., May 1978.
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T a b le  115. N u rs in g  h o m e  re s id e n ts  fo r  19 7 7  a n d  n u rs in g  h o m e  d is c h a rg e s  fo r  1 9 7 6 , a c c o rd in g  to  s e le c te d  ch aracte ris tics :
U n ite d  S ta te s
(Data are based on resident records and information from a caregiver in a sample survey of nursing homes)
Selected characteristic Number Percentdistribution
RESIDENTS, 1977
Total .  . ____  ___  . . .  . . .  . 1,287,400 100.0
Primary diagnosis at last examination
Diseases of the circulatory system _____  . ___ 477,400 37.1
Congestive heart failure___  ___  . .  . . . . 57,100 4.4
Arteriosclerosis ___  . . .  _ __  _ ___ 235,600 18.3
Hypertension _ . .  ____  . . .  _____  _ 45,300 3.5
Stroke ____  ___  _____  ____  . . 102,300 7.9
Mental disorders and senility without psychosis ____ 287,600 22.3
Psychosis, including senile _____  ___  ___ 85,000 6.6
Chronic brain syndrome ___  _ ___ . . 91,600 7.1
Mental retardation ___ __  ___  . . 59,500 4.6
Other or unknown diagnoses__  . . . .  __ 522,400 40.6
Diabetes __ ___  ___  ____  _____  . 77,200 6.0
Fractures ___  ____  ___  . . .  . 40,900 3.2
Diseases of the nervous system _ .  ___ ___ 60,700 4.7
Arthritis or rheumatism____  . _ . . .  . . . . 57,100 4.4
Living arrangement prior to admission
Private or semiprivate residence _ . . .  . ___ 529,100 41.1
With others . . .  .  __  ____  _ ___ 325,000 25.2
Another health facility' . . .  __ ___  ____  . 694,800 54.0
Another nursing home ____ . . .  _ _ 164,600 12.8
General or short-stay hospital .  . . . .  _ . . 405,700 31.5
Mental hospital __ ____  ____  _ _ . 80,000 6.2
Unknown or other arrangement__ _ ___  _ 63,500 4.9
Length of stay1 2
Less than 3 months _ ____  . . .  _____  . 167,000 13.0
3 to less than 6 months ___ ____  ___  _ 126,000 9.8
6 to less than 12 months . . ___  _ 175,400 13.6
1 to less than 3 years _ . . .  _ _ . 416,200 32.3
3 years or more _ _ _ _ _ _ _  __ _ _ __ _ 402,800 31.3
DISCHARGES, 1976
Total _____  __  _ _____  _ 973,100 100.0
Length of stay
Less than 3 months__ _ _ _ ___ 504,400 51.8
3 to less than 6 months ___  ____  __ 116,800 12.0
6 to less than 12 months __ _ _ __ _ _____ 110,300 11.3
1 to less than 3 years ___ ___  ___ __ 148,200 15.2
3 years or more _ __ ___  ___  _ _ __ 93,400 9.6
1 347,300 of these residents, admitted from another health facility, had gone to that facility from a private or semiprivate 
residence.
2 For residents in 1977, time interval between admission date for each resident and survey date.
NOTE: Data are provisional.
SOURCE: National Center for Health Statistics: Comparison of nursing home residents and discharges, 1977 National 
Nursing Home Survey, by E. Hing and A. Zappolo. Advance Data from Vita/ and Health Statistics, No. 29. DHEW Pub. No. 
(PHS) 78-1250. Public Health Service, Hyattsville, Md., May 17, 1978.
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Table 116. Inpatient days of care in mental health facilities, percent distribution, and percent change, according to type of
facility: United States, 1971,1973, and 1975 •
(Data are based on reporting by facilities) ,
Type of facility
Year Percent change 
in number of 
inpatient days 
. 1971-75
1971 1973 1975 1971 1973 1975
Number of inpatient days Percent distribution
of inpatient days
All facilities 153,104,652 125,905,826 104,907,588 100.0 100.0 100.0 -31 .5
Psychiatric hospitals 132,784,052 104,648,113 82,008,596 86.6 83.1 78.1 -38 .2
State and county hospitals 119,200,126 92,210,109 70,584,014 77.7 73.2 67.2 -40 .8
Private hospitals 4,220,216 4,107,499 4,400,522 2.8 3.3. 4.2 4.3 .
Veterans Administration hospitals 9,363,710 8,330,505 7,024,060 6.1 6.6 6.7 -25 .0
General hospital psychiatric units 11,739,459 11,644,157 13,050,414 7.7 9.2 12.4 11.2
Veterans Administration hospitals 4,913,199 4,653,904 4,701,002 3.2 3.7 • 4.5 -4 .3
Other 6,826,260 6,990,253 8,349,412 4.5 5.6 8.0 22.3
Residential treatment centers 6,355,745 6,337,926 5,900,112 4.2 5.0 5.6 -7 .2
Community mental health centers ___ 2,225,396 3,275,630 3,948,466 1.5 2.6 3.8 77.4 :
SOURCE: National Institute of Mental Health: Unpublished data from the Division of Biometry and Epidemiology.
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330 Table 117. Inpatient and outpatient care episodes in selected mental health facilities, rates, and percent distribution, according to type of facility: United States,1955, 1965, 1971, and 1975
(Data are based on reporting by facilities)
Inpatient psychiatric service Outpatient psychiatric service





































1,675,352 1,296,352 818,832 123,231 265,934 88,355 _ 379,000 _ 379,000
2,636,525 1,565,525 804,926 125,428 519,328 11 5,843 - 1,071,000 - 1,071,000
4,038,143 1,721,389 745,259 126,600 542,642 176,800 130,088 2,316,754 622,906 1,693,848
6,409,447 1,791,171 598,993 165,327 565,696 214,264 246,891 4,618,276 1,584,968 3,033,308
Patient care 
episode rates Number per 100,000 population
1955 . ____________________ 1,028 795 502 76 163 54 _ 233 _
1965 ________________________ 1,376 817 420 65 271 60 _ 559
1971 _____ 1,977 843 365 62 266 87 64 1,134 305







1955 ________ 100 0 77 4 48 9 7.3
1965 ________ 100 0 59.4 30 5 4.8
1971 _____ 100 0 42.6 18 5 3 1
19753________________________ 100.0 27 9 9 3 2 6
Percent of all episodes
15 9 5.3 - 22.6 - 22.6
19.7 4.4 - 40.6 - 40.6
13 4 4 4 3.2 57.4 15.4 42.0
88 3 3 3 9 72.1 24.7 47 4
1 Includes estimates of episodes of care in residential treatment centers for emotionally disturbed children
2 Includes freestanding outpatient clinics, non-Federal psychiatric hospitals, psychiatric units of non-Federal general hospitals, residential treatment centers 
for emotionally disturbed children, and other mental health facilities
3 Provisional data.
NOTE. This table excludes private psychiatric office practice; psychiatric service modes of all types in hospitals or outpatient clinics of Federal agencies other 
than the Veterans Administration; inpatient service modes of multiservice facilities not shown in this table, all partial care episodes; and outpatient episodes of 
Veterans Administration hospitals.
SOURCES: National Institute of Mental Health: Utilization of mental health facilities, 1971 Mental Health Statistics. Series B-No. 5 DHEW Pub No. (NIH)74- 
657. Washington. U S Government Printing Office, 1973; National Institute of Mental Health Unpublished data from the Division of Biometry and Epidemiology
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Table 118. Additions to mental health facilities and percent change, according to service mode and type of facility: United States, 1.971 and 1975
(Data are based on reporting by facilities)
Service mode
Type of facility













Number of additions Number of additions Number of additions
All facilities 1,269,029 1,506,856 18.7 1,378,822 2,381,646 72.7 75,545 167,567 121.8
Non-Federal psychiatric hospitals 494,640 508,936 2.9 147,383 197,520 34.0 18,448 17,370 -5 .8
State and county hospitals 407,640 383,407 -5.9 129,133 164,613 27.5 16,554 14,205 -14.2
Private hospitals 87,000 125,529 44.3 18,250 32,907 80.3 1,894 3,165 67.1
Veterans Administration hospitals' 134,065 180,701 34.8 51,645 95,370 84.7 4,023 12,029 199.0
Non-Federal general hospital psychiatric units _ 519,926 543,731 4.6 282,677 263,435 -6.8 11,563 14,216 22.9
Government hospital psychiatric units 215,158 141,024 -34.5 139,077 127,461 -8 .4 4,291 3,299 -23.1
Private hospital psychiatric units___ 304,768 402,707 32.1 143,600 135,974 -5.3 7,272 10,917 50.1
Residential treatment centers for emotionally
disturbed children ___ 11,148 12,022 7.8 10,156 19,784 94.8 994 3,431 245.2
Federally-funded community mental health
centers ____ ___ 75,900 236,226 211.2 335,648 784,638 133.8 21,092 94,092 346.1
Freestanding outpatient clinics - - - 484,677 933,748 92.7 10,642 21,928 106.1
Government _ _ 273,358 447,453 63.7 7,737 8,941 15.6
P rivate__ “ - 211,319 486,295 130.1 2,905 12,987 337.1
Other mental health facilities 33,350 25,240 -24.3 66,636 87,151 30.8 8,783 4,501 -48.8
' Includes Veterans Administration neuropsychiatric hospitals and Veterans Administration general hospitals with separate psychiatric modalities. 




Between 1970 and 1977, the num ber o f 
people em ployed in the  health care industry 
expanded 50 percent, from  4.2 million to 6.3 
m illion.1 Since the num ber o f em ployed peo­
ple in the  to ta l econom y in c reased  from  
approxim ately  76.6 m illion to 90.5 m illion* 12 
or by only 18.3 percent in the same period, 
the  hea lth  care  in d u stry  em ploym ent ex ­
panded  at m ore than 2.5 times the rate o f 
grow th o f all em ployed persons. This rap id  
growth o f a significant em ploym ent sector o f 
the economy m eant that 1 ou t o f every 7 new 
jobs created between 1970 and  1977 o r ap ­
prox im ately  15 p e rce n t w ere in  th e  hea lth  
industry.
T h e  annual rate  o f grow th in the num ber 
o f  active physicians in the U nited States and 
its te rrito ries rem ained  alm ost constan t at 
about 2 percent du ring  the 1950’s and  1960’s.
a P re p a red  by Jo se p h  G fro e re r  an d  Cecilia A. 
Y oung , D ivision o f  A nalysis, N a tio n a l C e n te r  F or 
H ealth  Statistics.
1These data exclude people w orking in health- 
re la ted  occupations who were n o t em ployed in  the 
health  care industry  (as defined  by the B ureau  o f  the 
Census), includ ing  pharm acists in  d ru g  stores, school 
nurses, m edical school faculty, etc. In  1977, ap p ro x i­
m ately  560,000 peo p le  (o r an a d d itio n a l 9 p e rc en t)  
]vere included in these categories.
2U.S. B ureau  o f  Census: 1970 Census o f  po p u ­
lation, occupation  by industry . Subject Reports. Final 
R eport PC (2)-7C. W ashington. U.S. G overnm ent P rin t­
ing  O ffice, Oct. J972. p. 241; B ureau  o f L abor Statis­
tics, U.S. D epartm en t o f  Labor: Employment and Earn­
ings, January 1978. Vol. 25, No. 1. W ash ing ton . U.S. 
G overnm ent Prin ting  Office, Jan l 1978. p. 160.
Between 1970 and  1976, however, the  annual 
growth rate increased to 3 percent. This rate  
o f grow th is expected to rem ain  fairly stable 
th rough  the 1980’s. .
A large, portion o f  the increase in physi­
cians resulted from  efforts begun  in  the late 
1960’s to ex p an d  the physician supply, based 
on th e  p revailing  b e lie f  th a t a physician  
m anpow er shortage existed. As a result o f 
these efforts, medical school enrollm ents and  
the im m igration o f  foreign medical graduates 
to practice in  the U nited  States increased. 
T h e  latter upw ard tren d  is likely to reverse, 
however, since recen t health  m anpow er leg­
islation (Public Law 94-484) has- tigh tened  
restrictions on the en try  o f  foreign medical 
graduates. . . .
Since the population has been increasing at 
a slower ra te  than  the supply o f  physicians, 
there  has been an  increase in the ratio o f 
active physicians to p o p u la tio n . B etw een 
1960 and  1970, the ratio  increased 10 p e r­
cent to 15:4 per 10,000 population. Between 
1970 an d  1980, th e  ra tio  is ex p ec ted  to 
increase 30 percen t to 20.0 per 10,000 popu ­
lation. '
An increase in th e  physician-population 
ratio also occurred  in ternationally . Twelve 
selected industrialized countries showed .the 
sam e u p w ard  tre n d  ev id en t in  th e  U n ited  
States. A nnual percent changes in the physi­
cian-population ratios from  1970 to the most 
recent year o f available data ranged  from  5 
percent in Switzerland, the  N etherlands, Swe­
den, and  Israel to 2 percent in  ‘France and  
England and  Wales and  1 percen t in Japan .
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According to the American Medical Asso­
ciation (AMA), the num ber o f physicians in 
the U nited States increased by 23 percent, 
from  328,020 in 1970 to 404,338 in 1976. 
However, the num ber o f  active physicians 
increased by only 13 percent. O ne reason for 
this discrepancy may be that the physicians 
categorized as “not classified,” a group  that 
increased  from  357 in 1970 to 29,681 in 
1976, may include interns and residents who 
a lth o u g h  active in th e  p ro fession  a re  ex ­
cluded from  the active physician estimates by 
type o f practice and  specialty because they 
are “not classified” physicians. As a result, 
the actual num ber o f active physicians may 
be underestim ated.
By practice setting, the num ber o f active 
n o n -F ed era l physicians p ro v id in g  p a tien t 
care in office-based settings increased  14 
percent to 213,117 from  1970 to 1976, while 
those in hospital-based settings increased 21 
percent to 79,035.
T rends according to specialty show tha t 
the p roportion  of active physicians in pri­
mary care, excluding obstetrics and gynecol­
ogy, rem ained nearly constant (i.e., 38 per­
cent in 1970 and 39 percent in 1976) despite 
an overall increase o f 18,546 active prim ary 
care physicians. Changes in the num ber of 
prim ary care specialists from  1970 to 1976 
varied  accord ing  to specialty. T h e re  was a 
39-percent increase in the num ber o f physi­
cians in in terna l m edicine, a 26 -percen t in ­
crease in pediatrics, and a 4-percent decrease 
in g en era l p ractice . Since th e  d a ta  do no t 
d is tin g u ish  betw een g en era l p rac tice  an d  
fam ily practice , how ever, th e  d ecrease  in 
g en era l p rac tice  may m ask the  g row th  in 
fam ily p ractice  th a t has re su lte d , in p a rt, 
from  considerable Federal and State backing 
o f the family practice concept since its incep­
tion in 1969.3
T h e  p ro p o rtio n  o f  active physicians in 
o ther surgical, medical, and specialty groups 
also rem ained nearly constant from  1970 to 
1976. These o ther specialty groups experi­
enced varied growth rates as well. T here  was
3B ureau o f  H ealth M anpower: Supply an d  dis­
tribution  o f  physicians and physician extenders. Gradu­
ate Medical Education National Advisory Committee S ta ff 
Papers. DHEW  Pub. No. (HRA) 78-11. H ealth  Re­
sources Adm inistration. Hyattsville, Md., 1978. p. 10.
a 15-percent increase in surgery, including 
obste trics  an d  gynecology, a 9 -p e rcen t in ­
crease in the medical specialty group, and a 
7-percent increase in the o ther specialties.
Projections by specialty indicate that from 
1980 to 1990 th e re  will be a 4 6 -p e rcen t 
increase in the num ber o f physicians in p ri­
m ary  care , a 3 9 -p e rcen t increase in o th e r  
medical specialties, and 18-percent increases 
both in surgical specialties and o ther special­
ties.
T here is considerable geographic variation 
in the supply o f physicians relative to popu­
lation. For the U nited States, the num ber of 
active n o n -F ed era l physicians p e r 10,000 
popula tion  was 16.2 in 1976, bu t by geo­
graphic region this ratio ranged from 20.6 in 
the N ortheast to 13.8 in the South.
Furtherm ore, in 1976, m etropolitan areas 
had la rger physician-population ratios than  
n o n m e tro p o lita n  areas (19.3 versus 8.0). 
T here  was a similar differential in 1972 (17.2 
versus 7.3). W ithin the m etropolitan counties 
in 1972 and 1976, the largest standard  m et­
ropolitan statistical areas (SMSA’s) had the 
largest ratios. O utside SMSA’s, the most u r­
banized counties had the largest ratios, al­
though nonm etropolitan counties adjacent to 
SMSA’s had sm aller ratios than  those not 
adjacent. These patterns were evident in each 
region with few exceptions.
In evaluating the variation o f the physi­
cian-population ratios am ong nonm etropoli­
tan areas, the population base that was used 
(in this case, the resident population) should 
be kept in m ind. It is believed that residents 
o f nonm etropolitan areas adjacent to m etro­
politan areas may not receive their medical 
care from local physicians.
Federal concern about the maldistribution 
o f  physicians and o ther health m anpower is 
reflected in legislation and in a num ber of 
program s designed to provide incentives for 
establishing practices in shortage areas. For 
exam ple, 519 areas o f the United States were 
officially designated as Primary Medical Care 
M anpow er Shortage A reas as o f May 31,
1978. T he population o f  these areas was 12.3 
million, o r approxim ately 6 percent of the 
U nited States popula tion . Also, 183 areas 
w ere officially designated  as D ental Care 
M anpow er S ho rtag e  A reas as o f  May 31,
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1978. T h e  p o p u la tio n  o f  these areas was 2 
p e rce n t o f  th e  U nited  States p o p u la tio n . 
Medical and  dental students who agree to 
practice in these areas fo r a period o f time 
are eligible for scholarships and loan forgive­
ness program s.
Most physicians are in individual practice. 
However, g roup  medical practice is currently  
being advanced as a possible approach  to 
im proving the distribution o f medical serv­
ices. Some researchers and policymakers have 
suggested th a t creation o f groups in ru ra l 
areas, o r expansion o f existing groups, would 
attract physicians and help alleviate the rela­
tive physician m anpow er shortage in these 
areas.4
Findings from  surveys conducted  by the 
AMA’s C enter for H ealth Service Research 
and Developm ent to determ ine the growth o f 
group medical practices and describe im por­
tan t organizational characteristics o f medical 
groups indicate tha t alm ost a q u a rte r  (24 
percent) o f active non-Federal physicians in 
the U nited States practiced in medical groups 
in 1975 com pared with 18 percen t in 1969. 
T he annual grow th rate o f medical groups 
was 5 percent, and the annual grow th rate  o f 
physicians practicing in medical groups was 9 
percent between 1969 and 1975.
C om parison  o f  m edical g roups by geo­
graphic regions shows tha t in 1975 the West 
N orth  C entral Division had  the h ighest p e r­
cen t o f  active n o n -F e d e ra l physicians in  
group practices (39.4), while the Middle At­
lantic had the lowest (14.3). New England 
had  the  greatest grow th rates o f both  group  
practices and group physicians between 1969 
and  1975. T he average n u m b er o f  g roup  
physicians per g roup  practice was highest in 
the Pacific Division (10.5) in 1975.
For medical personnel o th e r than  physi­
cians the re  is also considerable geographic 
varia tion  in  m anpow er supply  rela tive to 
population. For instance, the N ortheast had 
the highest health profession ratios (num ber 
o f  health personnel per 10,000 population) 
for registered nurses in 1972, licensed den­
tists in  1974, and  licensed dental hygienists
4Eisenberg, B., Cartwell, J .: Policies to influence 
the  spatial d istribu tion  o f  physicians, A concep tual 
review o f  selected program s an d  em pirical evidence. 
Medical Care 14:455-468, 1976.
in 1974. T he South had  the  highest licensed 
practical nurse population ratio in 1974, but 
the lowest registered nurse, licensed dentist, 
and licensed dental hygienist population ra­
tios. T h e  W est had  the  lowest licensed prac­
tical nurse population ratio, although it is no t 
appreciably d ifferen t from  the o ther regions.
W ithin SMSA’s, the licensed dentist and  
the licensed dental hygienist population ra­
tios increased  w ith increasing  SMSA size, 
whereas the licensed practical nurse popula­
tion ratio decreased with increasing SMSA 
size, an d  th e  reg is te red  n u rse  popu la tion  
ra tio  was sligh tly  la rg e r  in  m ed iu m  size 
SMSA’s than in o ther size SMSA’s. Dentist 
and dental hygienist ratios in suburban  coun­
ties o f large SMSA’s w ere slightly larger than 
those in the core counties. T he  pa tte rn  is 
reversed  fo r the  reg is te red  nu rse  and  li­
censed practical nurse population ratios. O u t­
side SMSA’s, these health  profession popula­
tion ratios increased as urbanization increased.
Recent data on health  personnel distribu­
tion from  13 selected industrialized countries 
show tha t the U nited States ranked  sixth in 
physician-population ratios, fou rth  in dentist- 
population ratios, th ird  in nurse-population 
ratios, and  second in assistant nurse-popula­
tion ratios.
A num ber o f difficulties are involved in 
in terp re ting  the medical personnel data and  
how they relate to patien t care. O ne major 
problem  is the effect tha t d iffering  productiv­
ity am ong  m edical p e rso n n e l has on the  
quan tity  and  quality o f  pa tien t care. T h e  
available data do n o t m easure the extent to 
which productivity varies by regional d iffer­
ences in  h e a lth  s ta tu s  levels, sociodem o­
g rap h ic  com positions, econom ic activities, 
and  cultural characteristics.
A d d itio n a lly , th e  d a ta  do n o t in d ica te  
w hether an “active” physician is devoting 10 
o r 50 hours per week to patient care o r how 
many patients a physician actually cares for 
in a given week. Face-to-face contact tim e 
and the num ber o f  patients seen may vary by 
patient characteristics, by m etropolitan  and  
n o n m e tro p o litan  locations o f  th e  m edical 
practice, o r by the organizational structure o f 
the medical practice.
T here  are also d ifferen t regional levels o f 
physician utilization of allied m edical person­
nel. For exam ple, accord ing  to the  AMA,
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prim ary care physicians in the South were 
the heaviest utilizers of allied medical person­
nel, especially nurses, even though the South 
had the lowest physician-population ratios.
Em ploym ent differences such as movement 
in and  out o f the labor force and part-tim e 
work may also affect p roductiv ity  am ong 
medical personnel. This problem  is especially 
serious in m easu rin g  th e  d is tr ib u tio n  o f  
nurses. T he distribution of medical personnel 
is also affected by d ifferen t licensure laws
am ong the States. For example, there may be 
a low supply o f  dental hygienists in Utah 
because the ir duties are assum ed by unli­
censed assistants.
Lastly, there  are problem s in evaluating 
international data, since there are no in ter­
nationally accepted terms for designating the 
d ifferen t health professions by standard def­
initions, and the level of general education 
and professional tra in ing  received by health 
personnel varies from  country to country.
Table 119 Persons employed in the health service industry, according to place of employment: United States, 1970-77
(Data are based on household interviews of a sample of the civilian noninstitutionalized population)
Place of employment
Year
1970 1971 1972 1973 1974 1975 1976 1977
Number of employed persons in thousands
Total __ . . . 4,246 4,741 5,043 5,303 5,554 5,865 6,122 6,328
Offices of physicians ____ 477 559 602 612 595 607 641 677
Offices of dentists _____________ 222 243 277 295 292 327 325 321
Offices of chiropractors__________ _ 19 21 26 27 28 30 27 29
Hospitals ________ _ 2,690 2,906 3,026 3,148 3,269 3,394 3,568 3,645
Convalescent institutions . ____________ 509 609 682 730 798 884 945 949
Offices of other health practitioners_____ 42 43 46 58 65 60 68 75
Other health service sites 288 360 384 433 507 563 548 632
NOTE: Totals exclude persons in health-related occupations but who are working in nonhealth industries (as classified 
by the Bureau of the Census) such as pharmacists employed in drug-stores, school nurses, nurses working in private 
households, etc.
SOURCES: U.S. Bureau of Census: 1970 Census of population, occupation by industry. Subject Reports. Final Report 
PC(2)-7C. Washington. U.S. Government Printing Office, Oct. 1972, p. 473; U.S. Department of Labor: Bureau of Labor 
Statistics, Employment and Earnings, March 1977 and January 1978. Vol. 24, No. 3 and Vol. 25, No. 1. Washington. U.S. 
Government Printing Office, Mar. 1977, p. 10, and Jan. 1978, p. 161; U.S. Department of Labor: Unpublished data from the 
Bureau of Labor Statistics.
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Table 120. Active physician (M.D.'s and D.O/s) estimates and projections, according to type of physician and number per 
10,000 population: United States and outlying U.S. areas, selected 1960-76 estimates and 1980-90 projections
















1960 _________ 259,500 247,300 12,200 14.0
1970 _ . . . 323,200 311,200 12,000 15.4
1971 . 334,100 322,000 12,100 15.8
1972 . 345,000 332,400 12,600 16.2
1973 ______ 350,100 337,000 13,100 16.3
1974 .  ___ 362,500 348,900 13,600 16.8
1975 ___  . . 378,600 364,500 14,100 17.4
1976 .  . . 390,600 376,100 14,500 17.8
1980 _________ 444,000 426,300 17,700 20.0
1985 ................ 519,000 495,700 23,300 22.1
1990 _________ 594,000 564,200 29,800 24.2
NOTES: The Bureau of Health Manpower estimation and projection methods were used. Population for selected years 
1950-76 includes civilians in the 50 States, District of Columbia, Puerto Rico, and other U.S. outlying areas; U.S. citizens in 
foreign countries; and the Armed Forces in the United States and abroad. For years 1980-90, the Series II projections of the 
total population from the U.S. Bureau of the Census were used.
SOURCES: Bureau of Health Manpower, Health Resources Administration: Data from Manpower Analysis Branch; U.S. 
Bureau of the Census: Current Population Reports. Series P-25, Nos. 336, 361, 392, 417, 436, 442, 462, 478, 495, 516, 600, 601, 
603, 634, and 703. Washington, U.S. Government Printing Office, 1966-77.
Table 121. Active physician (M.D.) estimates and projections, according to primary specialty: United States and outlying
U.S. areas, 1974-75 estimates and selected 1980-90 projections
(Data are based on reporting by physicians and medical schools)
Primary specialty
Year
1974 1975 1980 1985 1990
Number of estimated or projected active physicians
Active physicians... _ _ 348,960 364,480 428,360 493,830 559,820
Primary care1 _. ._ . 133,590 139,930 176,440 216,760 257,730
Other medical specialties . . .  . . . 18,480 20,360 24,240 28,880 33,610
Surgical specialties_________ 98,670 102,840 111,610 121,640 131,300
Other specialties _______  _ . . . 98,230 101,350 116,090 126,570 137,190
1 Includes general practice, family practice, internal medicine, and pediatrics.
NOTE: The Bureau of Health Manpower, Health Resources Administration, estimation and projection methods were
used.
SOURCE: Bureau of Health Manpower: Supply and distribution of physicians and physician extenders. Graduate 
Medical Education National Advisory Committee Staff Papers. DHEW Pub. No. (HRA)78-11. Health Resources Administration. 
Hyattsville, Md., 1978. p. 67.
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Table 122. Full-time students in health professions schools, according to profession and academic year:
United States, 1971-78
(Data are based on reporting by health professions schools)
Academic year
Profession
Medicine Osteopathy Dentistry Pharmacy Optometry Podiatry
Number of students
1971-72 _____ 44,454 2,288 17,169 23,934 3,068 1,267
1972-73 __________ 47,404 2,544 18,474 26,591 3,315 1,248
1973-74 __________ 50,689 2,777 19,698 30,329 3,529 1,639
1974-75' ___ 53,653 3,137 19,738 29,436 3,667 1,802
1975-76' _________ 55,855 3,394 20,585 31,597 3 9^01 2,043
1976-77' _________ 57,737 3,684 20,806 31,268 3,996 2,237
1977-78' _________ 58,534 3,738 21,094 31,706 4,045 2,265
1 Estimated enrollments.
SOURCES: Bureau of Health Manpower: Enrollment m Health Professions Schools By Profession, Class Year, Sex, and 
RaciallEthnic Group, Academic Year, 1973-74. BHM/OPD/MAB Report No. 78-16. Health Resources Administration. Hyattsville, 
Md., Dec. 31, 1977; Student and Institutional Assistance Branch, Division of Manpower Training Support, Bureau of Health 
Manpower: Data from the Annual Operating Reports.
Table 123. Physicians per 10,000 population: Selected countries, 1970 and most recent data years available
(Data are based on reporting by government administrations)
Country








Canada _ ___  __  . 14.6 1976 17.3
United S tates '___  _____ 15.4 1976 17.8
Sweden ____  _____ 13.6 1975 17.1
England and Wales _____  . 12.2 1974 13.1
Netherlands ___  . __ 12.5 1976 16.6
German Democratic Republic . . . 16.0 1976 19.1
German Federal Republic _____ 17.2 1975 19.9
France___  _ _ _____  __ 13.4 1975 14.7
Switzerland _ ___  . . . 14.2 1976 19.1
IIl11111111111111111l111111111
j>-CD
4-> 18.1 1974 20.6
Israel1 2 ___  . . .  ___ 25.0 1973 28.7
Japan _________ _ ___  __ 11.3 1975 11.8
Australia ___  . . . .  . . . . 1972 13.9
1 Includes estimates of active physicians in the United States and U.S. outlying areas.
2 Number on the register. Not all working in the country.
NOTE: Countries are grouped by continent.
SOURCES: World Health Organization: World Health Statistics Annual, 1970, Vol. Ill, and 1977, Vol. III. Geneva. World 
Health Organization, 1974 and 1977; World Health Organization: Unpublished data; Bureau of Health Manpower, Health 
Resources Administration: Data from the Manpower Analysis Branch.
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T a b le  124 . P h ys ic ia n s  (M .D .'s ) ,  a c c o rd in g  to  ty p e  o f  p ra c tic e : U n ite d  S ta te s , s e le c te d  y e a rs  1 9 6 8 -7 6
(D a ta  a re  b a sed  o n  re p o rt in g  b y  p h ys ic ia n s )
Type of practice
Year
1968 1970 1972 1974 1975 1976





Professionally active M.D.'s 290,750 304,926 315,522 325,567 335,608 343,876
Non-Federal __ _ _ _ _ _ _ _  _ 264,287 278,855 290,590 300,997 309,410 318,089
Patient care ___ ___ _ 236,460 252,778 266,587 276,070 285,345 292,152
Office-based practice _ ___ _ _ ___ 179,805 187,637 197,457 202,435 211,776 213,117
General practice1 _ ___ 52,939 50,415 48,783 46,341 45,863 45,503
Other specialty _ __ _ __ 126,866 137,222 148,674 156,094 165,913 167,614
Hospital-based practice,.. _ _ 56,655 65,141 69,130 73,635 73,569 79,035
Residents— all years2 _ _ _ __ 41,241 45,514 49,159 54,130 53,150 58,482
Full-time hospital staff _ _ _ _ _  _ _ 15,414 19,627 19,971 19,505 20,419 20,553
Other professional activity3.  _ _ __ 27,827 26,077 24,003 24,927 24,065 25,937
Federal _ _ _ _ _ _ _ _ _ _ 26,463 26,071 24,932 24,570 26,198 25,787
Patient care 20,469 20,566 20,841 20,912 22,325 22,086
Office-based practice __ ___ _ 2,977 2,819 1,901 1,736 1,841 1,652
General practice1 __ _ ___ _ 1,304 906 505 506 557 519
Other specialty _ _______ 1,673 1,913 1,396 1,230 1,284 1,133
Hospital-based practice __ _ _____ 17,492 17,747 18,940 19,176 20,484 20,434
Residents—all years2 5,277 5,173 3,922 4,358 4,089 3,934
Full-time hospital s ta ff____ __ __ 12,215 12,574 15,018 14,818 16,395 16,500
Other professional activity3______ __ __ 5,994 5,505 4,091 3,658 3,873 3,701
Inactive M.D.'s _ _ _ _ _ _ 18,544 19,533 20,021 21,522 21,360 22,024
Not classified4 __ ___ ___ - 357 12,225 20,092 25,790 29,681
Unknown5.  _ _ _ _ _ 2,089 3,204 3,165 7,525 5,868 8,757
1 Includes general practice and family practice.
2 Includes interns and residents.
3 Includes medical teaching, administration, research, and other.
4 Information not available.
5 Address not known.
NOTE: Federal and non-Federal M.D.'s in the 50 States and the District of Columbia are included.
SOURCES: Haug, J. N., Roback, G. A., Theodore, C. N., Balfe, B. E.: Distribution o f Physicians, Hospitals, and Hospital 
Beds in the U.S., 1968. Chicago. American Medical Association, 1970. (Copyright 1970: used with the permission of the 
American Medical Association.); Haug, J. N., Roback, G. A., and Martin, B. C.: Distribution of Physicians in the United States, 
1970. Chicago. American Medical Association, 1971. (Copyright 1971: used with the permission of the American Medical 
Association.); Roback, G. A.: Distribution of Physicians in the U.S., 1972. Chicago. American Medical Association, 1973. 
(Copyright 1973: used with the permission of the American Medical Association.); Roback, G. A. and Mason, H. R.: Physician 
Distribution and Medical Licensure in the U.S., 1974. Chicago. American Medical Association, 1975. (Copyright 1975: used 
with the permission of the American Medical Association.); Goodman, L. J. and Mason, H. R.: Physician Distribution and 
Medical Licensure in the U.S., 1975. Chicago. American Medical Association, 1976. (Copyright 1976: used with the permission 
of the American Medical Association.); Goodman, L. J.: Physician Distribution and Medical Licensure in the U.S., 1976. 
Chicago. American Medical Association, 1977. (Copyright 1977: used with the permission of the American Medical 
Association.).
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Table 125. Professionally active physicians (M.D.'s), according to primary specialty: United States, selected years 1968-76
(Data are based on reporting by physicians)
Primary specialty
Year
1968 1970 1972 1974 1975 1976
Number of physicians
Professionally active physicians 290,750 304,926 315,522 325,567 335,608 343,876
Primary care ________ _ ___ 114,496 115,505 120,876 124,572 128,745 134,051
General practice1 _ ___ 60,258 56,804 54,357 53,152 53,714 54,631
Internal medicine___  _____ _ _ _ 37,956 41,196 47,343 51,143 53,712 57,312
Pediatrics _____ . _ _ _____ 16,282 17,505 19,176 20,277 21,319 22,108
Other medical specialties _ 15,504 17,127 16,282 17,220 18,743 18,702
Dermatology _______  . 3,710 3,937 4.166 4,414 4,594 4,755
Pediatric allerqy ___  . 393 388 379 423 439 469
Pediatric cardiology _____ 435 471 505 521 527 537
Internal medicine subspecialties1 2 _. ._ 10,966 12,331 11,232 11,862 13,183 12,941
Surgical specialties . . . 80,386 84,545 89,666 92,123 94,776 97,416
General surqery ____ _ _____ 27,926 29,216 30,518 30,672 31,173 31,899
Neurological su rg ery__  . 2,376 2,537 2,716 2,824 2,898 2,959
Obstetrics and gynecology _ 17,655 18,498 19,820 20,607 21,330 21,908
Ophthalmology _ _______________ _ 9,237 9,793 10,318 10,621 11,011 11,326
Orthopedic surgery __ 8,704 9,467 10,216 10,861 11,267 11,689
Otolaryngology _ _ 5,100 5,305 5,563 5,509 5,670 5,788
Plastic surgery ____ 1,401 1,583 1,770 2,075 2,224 2,337
Colon and rectal surgery 706 663 645 655 655 667
Thoracic surqery _____  _ 1,793 1,779 1,899 1,909 1,960 2,020
Urology _____  . . 5,488 5,704 6,201 6,390 6,588 6,823
Other specialties . . . 80,364 87,749 88,698 91,652 93,344 93,707
Anesthesiology . . . . . 9,990 10,725 11,740 12,375 12,741 13,074
Neurology ___  . . 2,631 3,027 3,438 3,791 4,085 4,374
Pathology _ ______ 9,368 10,135 10,881 11,274 11,603 11,815
Forensic pathology ________ . 192 193 187 192 186 203
Psychiatry ___ 19,697 20,901 22,319 23,075 23,683 24,196
Child psychiatry ____ 1,684 2,067 2,242 2,384 2,557 2,618
Physical medicine and rehabilitation . . 1,380 1,443 1,503 1,557 1,615 1,665
Radiology _______ . . . 9,313 10,380 11,772 11,485 11,417 11,627
Diagnostic radiology ______ 1,525 1,941 2,055 3,054 3,500 3,794
Therapeutic radiology . .  . _ _ 724 855 920 1,060 1,161 1,202
Miscellaneous3 __ ____ 23,860 26,082 21,641 21,405 20,796 19,139
1 Includes general practice and family practice.
2 Includes gastroenterology, pulmonary diseases, allergy, and cardiovascular diseases.
3 Includes occupational medicine, general preventive medicine, aerospace medicine, public health, other specialties not 
listed, and unspecified specialties.
NOTE: Federal and non-Federal active M.D.'s in the 50 States and the District of Columbia are included. Physicians not 
classified, inactive physicians, and physicians with unknown address in the United States are excluded. For 1976 this includes 
29,681 physicians not classified, 22,024 physicians inactive, and 8,757 physicians with unknown address.
SOURCES: Flaug, J. N., Roback, G. A., Theodore, C. N„ Balfe, B. E.: Distribution of Physicians, Hospitals, and Hospital 
Beds in the U.S., 1968. Chicago. American Medical Association, 1970. (Copyright 1970: used with the permission of the 
American Medical Association.); Haug, J. N., Roback, G. A., and Martin, B. C.: Distribution of Physicians in the United States, 
1970. Chicago. American Medical Association, 1971. (Copyright 1971: used with the permission of the American Medical 
Association.); Roback, G. A.: Distribution of Physicians in the U.S., 1972. Chicago, American Medical Association, 1973. 
(Copyright 1973: used with the permission of the American Medical Association.); Roback, G. A. and Mason, H. R.: Physician 
Distribution and Medical Licensure in the U.S., 1974. Chicago. American Medical Association, 1975. (Copyright 1975: used 
with the permission of the American Medical Association.); Goodman, L. J. and Mason, H. R.: Physician Distribution and 
Medical Licensure in the U.S., 1975. Chicago. American Medical Association, 1976. (Copyright 1976: used with the permission 
of the American Medical Association.); Goodman, L. J.: Physician Distribution and Medical Licensure in the U.S., 1976. 
Chicago. American Medical Association, 1977. (Copyright 1977: used with the permission of the American Medical 
Association.)
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T a b le  126 . P ro fe s s io n a lly  a c tiv e  p h y s ic ia n s  (M .D .'s ) ,  a c c o rd in g  to  m a jo r  a c tiv ity  a n d  p r im a ry  s p e c ia lty : U n ite d  S ta te s , 19 7 6




Total Office- Hospital-based practice Other2
based




Professionally active physicians 343,876 214,769 62,416 37,053 29,638
Primary care _ __ _ _ _ ___ _______ 134,051 86,884 27,811 10,727 8,629
General practice2 __ __ ____ ____  ___ 54,631 46,022 4,372 3,115 1,122












Pediatrics .  _____  __________________ _. 22,108
Other medical specialties .  ________ 18,702
Dermatology . . .  ______ _ _ 4,755 3,571 641 287 256
Pediatric allergy _ _ _ _ _ _ _ _  _ 469 329 73 26 41
Pediatric cardiology____ ____  _ _ _ _ _  _. 537 227 57 113 140
Internal medicine subspecialties4 _ ___ 12,941 8,984 0 1,859 2,098
Surgical specialties __ _ __ . 97,416 68,224 18,858 6,825 3,509
General surqery 31,899 19,764 8,445 2,540 1,150
Neurological surgery 2,959 2,031 533 246 149
Obstetrics and gynecology 21,908 15,848 3,762 1,350 948
Ophthalmology 11,326 8,880 1,596 488 362
Orthopedic surgery. 11,689 8,398 2,046 910 335
Otolaryngology 5,788 4,347 836 421 184
Plastic suraery 2,337 1,806 340 124 67
Colon and rectal surgery 667 597 32 27 11
Thoracic surgery 2,020 1,412 276 220 112
Urology 6,823 5,141 992 499 ' 191 .
Other specialties 93,707 46,550 14,976 17,216 14,965
Anesthesiology 13,074 9,033 1,727 1,485 829
Neurology 4,374 1,955 1,134 574 711
Patholoay .................. 11,815 4,259 2,543 2,925 2,088
Forensic pathology 203 88 8 10 97
Psychiatry __ _ _ _______  ___ _ 24,196 12,364 3,924 4,970 2,938
Child psychiatry _ _ _ _ _  _ ___ _______ 2,618 1,490 303 369 456
Physical medicine and rehabilitation __ 1,665 614 289 594 168
Radiology _ _ _ _ ______________ 11,627 7,003 1,810 2,090 724
Diagnostic radiology ______ _____ _ 3,794 2,245 549 723 277
Therapeutic radiology. _ _____ ____  ____ 1,202 701 210 232 59
Miscellaneous5 ____ 19,139 6,798 2,479 3,244 6,618
1 Includes interns and residents.
2 Includes medical teaching, administration, research, and other professional activities.
:i Includes general practice and family practice.
4 Includes gastroenterology, pulmonary diseases, allergy, and cardiovascular diseases.
5 Includes occupational medicine, general preventive medicine, aerospace medicine, public health, other specialties not 
listed, and unspecified specialties.
SOURCE: Goodman, L. J.: Physician Distribution and Medical Licensure in the U.S., 1976. Chicago. American Medical 
Association, 1977. (Copyright 1977: used with the permission of the American Medical Association.)
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Table 127. Active non-Federal physicians (M.D.'s) per 10,000 resident population, according to geographic region and
location: United States, 1972 and 1976







1972 Number of physicians per 10,000 resident population
United States __ 14.5 18.8 12.5 12.0 16.4
Within SMSA ______________ 17.2 20.2 15.0 15.3 18.4
Large SMSA _ 19.8 23.3 16.4 18.0 20.3
Core counties___________ 23.1 27.0 20.2 22.8 21.7
Fringe counties 12.2 16.4 8.3 9.9 12.5
Medium SMSA 14.0 14.9 11.9 14.1 15.2
Other SMSA ____________ 13.3 12.9 14.7 12.7 12.5
Outside SMSA _ _ _____ 7.3 10.0 6.9 6.4 8.6
Adjacent to SMSA 7.1 9.4 7.1 5.8 8.6
Urbanized. _ _ _ _ _ _  . 9.0 9.1 9.7 7.9 9.5
Less urbanized 5.9 10.3 5.4 5.4 7.1
Thinly populated . 3.7 6.0 3.7 3.3 5.6
Not adjacent to SMSA . 7.5 11.9 6.8 7.1 8.6
Urbanized___  .. 10.8 15.8 9.6 10.5 10.4
Less urbanized 6.6 8.7 6.5 6.1 7.8
Thinly populated _ 4.0 8.5 3.6 3.7 5.3
1976
United States _____ 16.2 20.6 14.2 13.8 17.9
Within SMSA ______________ 19.3 22.2 17.3 17.6 20.2
Large SMSA ____________ 22.0 25.4 18.9 20.4 22.3
Core counties 25.5 29.0 23.4 25.5 23.8
Fringe counties 14.4 19.1 10.4 12.1 14.0
Medium SMSA .  ________ 16.2 16.8 13.8 16.6 17.2
Other SMSA ____________ 15.0 14.6 16.6 14.5 13.6
Outside SMSA _ _________ 8.0 10.9 7.5 7.2 9.5
Adjacent to SMSA _ _ 7.8 9.9 7.7 6.5 9.7
Urbanized _ _ __________ 9.9 9.6 10.7 8.9 10.7
Less urbanized _________ 6.4 11.4 5.7 5.9 8.2
Thinly populated _______ 3.7 6.7 3.3 3.5 5.8
Not adjacent to SMSA _ 8.4 13.5 7.3 7.9 9.4
Urbanized . 12.4 18.0 11.2 12.2 11.9
Less urbanized . 7.2 9.6 6.9 6.6 8.4
Thinly populated . . 4.2 10.6 3.6 3.9 5.6
NOTES: The active non-Federal physicians include 12,225 physicians not classified in 1972 and 29,681 physicians not 
classified in 1976. Counties are grouped according to the April 1973 Office of Management and Budget metropolitan- 
nonmetropolitan designations. Alaska is excluded from the location categories. Flowever, the Alaska State total is included in 
the West total and the United States total.
SOURCES: National Center for Health Statistics: Data computed by the Divison of Analysis from Roback, G.A.: 
Distribution of Physicians in the U.S., 1972. Chicago. American Medical Association, 1973. (Copyright 1973: used with the 
permission of the American Medical Association.); and Goodman, L.J.: Physicians Distribution and Medical Licensure in the 
U.S., 1976. Chicago. American Medical Association, 1977. (Copyright 1977: used with the permission of the American Medical 
Association.)
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Table 128. Group practices, group physicians, average annual rate of change, and percent of active non-Federal physicians 
in group practice, according to Census region and geographic division: United States, 1969 and 1975
(Date are based on reporting by physicians)
Census region and 
geographic division
Number of group 
practices
Number of group 
physicians
Average annual 
rate of change 
1969-75









United States 6,357 8,461 40,028 66,712 4.9 8.9 17.7 23.7
Northeast __ _ . 939 1,540 6,485 12,149 8.6 11.0 9.4 15.0
New England __  . 249 476 1,514 3,450 11.4 14.7 9.3 16.9
Middle Atlantic _ __ 690 1,064 4,971 8,699 7.5 9.8 9.5 14.3
North Central ___ 1,982 2,543 11,820 19,230 4.2 8.4 22.0 29.5
East North Central _ _ _ 1,190 1,613 6,925 11,975 5.2 9.6 17.9 25.5
West North Central . 792 930 4,895 7,255 2.7 6.8 32.3 39.4
South _ . 2,001 2,539 11,258 17,845 4.0 8.0 19.5 23.3
South Atlantic 892 1,277 5,219 9,496 6.2 10.5 17.3 22.6
East South Central_____ 406 507 .1,987 3,134 3.8 7.9 19.4 24.4
West South Central ___ 703 755 4,052 5,215 1.2 4.3 23.6 23.8
W e s t .................... 1,435 1,839 10,465 17,488 4.2 8.9 23.0 29.7
Mountain 358 481 1,913 3,257 5.0 9.3 22.3 27.2
Pacific 1,077 1,358 8,552 14,231 3.9 8.9 23.1 30.4
1 Excludes interns and residents.
NOTE: Group practices and group physicians in the 50 States and the District of Columbia are included.
SOURCE: Todd, C., and McNamara, M.E.: Medical Groups in theU.S., 1969. Chicago. American Medical Association, 
1971. (Copyright 1971: used with the permission of the American Medical Association.); Goodman, L.J., Bennette, E.H., and 
Odem, R.J.: Group Medical Practice in the U.S., 1975. Chicago. American Medical Association, 1977. (Copyright 1977: used 
with the permission of the American Medical Association.); Haug, J.N. and Roback, G.A.: Distribution of Physicians, Hospitals, 
and Hospital Beds in the U.S., 1969. Chicago. American Medical Association, 1970. (Copyright 1970: used with the permission 
of the American Medical Association.); Goodman, L.J.: Physician Distribution and Medical Licensure in the U.S., 1975. 
Chicago. American Medical Association, 1976. (Copyright 1976: used with the permission of the American Medical 
Association.)
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344 Table 129. Medical personnel per 10,000 resident population, according to profession, geographic region, and location: United States, selected years 1972-76


























Number of medical personnel per 10,000 resident population
United States ___________ 16.2 5.4 1 9 38.2 19.2
Within SMSA ________________ 19 3 6.0 2.2 38.0 18.9
Large S M S A ........................... 22.0 6.7 2 2 37.8 167
Core counties ................ 25 5 67 2 2 40.2 18.2
Fringe counties _______ . 144 68 2.3 32 4 13.2
Medium SMSA 16 2 5 2 2 2 38 5 20.8
Other SMSA 15 0 4.8 2.0 37.8 24.1
Outside SMSA 8 0 3 7 1 2 27.0 20.0
Adjacent to SMSA _ 7 8 3 6 1 3 26 8 19.2
Urbanized _ _ _ _ _ 9.9 44 1 6 34.9 19.7
Less urbanized ___ 64 3 2 1.0 21.4 20.0
Thinly populated____ ___ __ __ _ 3 7 2 2 0 5 13.0 11.4
Not adjacent to SMSA _ _ 8 4 37 1.1 27 2 21.0
Urbanized 12 4 4 4 1.7 35.5 23.8
Less urbanized 7 2 3 6 0 9 25.3 21.9
Thinly populated _ ___ 4 2 2.8 0 7 17.3 12.8
Northeast 20 6 69 2 4 51.4 19 9
Within SMSA 22 2 7 2 2 4 46.7 19.8
Large SM SA___ 25.4 7 9 2 1 44.8 18.3
Core counties . . . 29.0 7 8 2.0 46.2 19.4
Fringe counties 19 1 8.3 2.4 42.2 16.2
Medium SMSA 16.8 5 9 2.9 49.6 22.6
Other SMSA 14.6 5.6 2 8 55.0 22.5
Outside SMSA __ 10.9 4.8 2 5 47.7 20.9
Adjacent to SMSA 9.9 5.0 2.2 46.7 20.1
Urbanized __ 9 6 5 2 2.2 47 9 20.2
Less urbanized 11 4 4.1 2.3 44.5 20 7
Thinly populated 6.7 5.1 1 1 24 1 9.3
Not adjacent to SMSA _ _ 13 5 46 3.2 50.3 23.0
Urbanized _ _ _ _ _ 18.0 4.4 3.7 58 8 26.3
Less urbanized _ 9.6 4 5 2.4 43.5 20.3
Thinly populated __ _____ 10.6 5.7 4 5 39.9 19.8
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N o rth  C en tra l 14 .2
Within SMSA ____
Large S M S A___
Core counties . 
Fringe counties 
Medium SMSA__. 







































Outside S M S A ________
Adjacent to SMSA ___
Urbanized________
Less urbanized____
Thinly populated . . .  













5.2 1.7 38.4 18.2
5.6 2.0 36.7 18.4
6.1 2.1 34.6 16.1
5.5 2.1 38.7 18.8
7.3 2.1 25.9 10.7
4.8 1.9 38.5 20.5
5.2 1.8 42.6 24.3
4.2 1.0 29.6 17.9
4.0 1.1 28.4 16.9
4.6 1.6 35.9 18.6
3.7 0.9 23.6 16.2
3.1 0.4 16.8 10.7
4.3 0.9 30.8 18.9
4.8 1.4 41.0 21.1
4.4 0.9 29.8 20.1
3.2 0.5 20.3 12.6
4.1 1.6 28.8 20.7
4.8 2.0 32.2 19.9
5.4 2.1 32.7 15.7
5.9 2.2 37.0 17.5
4.5 1.8 25.2 12.6
4.8 2.0 32.2 21.0
4.0 2.0 31.2 25.5
2.8 1.0 18.7 21.9
2.7 1.0 17.4 20.9
3.4 1.3 23.9 21.1
2.5 0.9 15.7 22.8
1.7 0.5 9.9 11.7
2.8 0.9 20.0 23.0
3.7 1.5 28.4 25.6
2.6 0.7 17.6 24.6
1.9 0.5 11.5 13.0
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Number of medical personnel per 10,000 resident population
West ___ 17.9 6.5 2.1 36.5 17.0
Within SMSA . _ 20.2 6.9 2.3 35.3 16.8
Large S M S A____  __ __ _ _____ 22.3 7.3 2.5 36.0 16.0
Core counties 23 8 7 4 2.4 37 0 16.9
Fringe counties . .  ____ 14.0 6.7 3 3 30.3 11.4
Medium SMSA . ___ . . . . 17.2 6.0 1 8 32.9 17.5
Other S M S A___ ____ 13.6 6.6 2.0 36.5 20.3
Outside SMSA . . . . 9 5 4.8 1 2 28.8 18.2
Adjacent to SMSA 9.7 4.8 1 2 26.3 17.3
Urbanized _ _ ____ 10 7 4.8 1.2 27.3 17.9
Less urbanized . . . 8 2 5.0 1.2 24.9 16.9
Thinly populated 5 8 3.5 1.3 21.6 12.0
Not adjacent to SMSA . .  . _____ 9.4 4.9 1.2 30.6 18.8
Urbanized______ . . . .  ____ 11.9 5.4 1.5 32 6 22.1
Less urbanized . . . . . 8.4 4.8 1 1 30 6 18.2
Thinly populated.......... . . . .  . . . 5.6 3.8 1.1 24.3 11.0
' Includes 29,681 physicians not classified in 1976
2 Includes dentists and dental hygienists licensed in State of residence Excludes Pennsylvania from the licensed dentists and licensed dental hygienists. 
Dental register data for Pennsylvania were not available for 1974.
1 Excludes registered nurses with address unknown from the location catagories. These nurses are included in the region totals and the United States total.
NOTES: Counties are grouped according to the April 1973 Office of Management and Budget metropolitan-nonmetropolitan designations. Alaska is excluded 
from the location categories. However, the Alaska State total is included in the West total and the United States total.
SOURCES: National Center for Health Statistics: Computed by the Division of Analysis from Goodman, L.J : Physician Distribution and Medical Licensure in 
the U.S., 1976. Chicago. American Medical Association, 1977. (Copyright 1977: used with the permission of the American Medical Association.); Health Resources 
Administration: Data from the Division of Dentistry, Bureau of Health Manpower; Roth, A.V. and Walden, A.R.: The Nation's Nurses: 1972 Inventory of Registered 
Nurses. Kansas City, Mo. American Nurses' Association, 1974. (Copyright 1974: used with the permission of the American Nurses' Association.); Roth, A.V. and 
Schmitting, G.T.: LPNs: 1974 Inventory of Licensed Practical Nurses. Kansas City, Mo. American Nurses' Association, 1977. (Copyright 1977: used with the 
permission of the American Nurses' Association.); U.S. Bureau of the Census: Estimates of the population of States with components of change, 1970 to 1975. 
Current Population Reports. Series P-25, No 640. Washington. U.S. Government Printing Office, Nov 1976. p. 21.
Table 130. Medical personnel per 10,000 population, according to profession: Selected countries, most recent data years
available
(Data are based on reporting by government administrations)
Country Year
Profession
Physicians Dentists Pharmacists Nurses' Assistantnurses2
Number of medical personnel per 10,000 population
Canada ______  _ __  _ 1976 17.3 4.1 6.0 60.7 30.0
United States3 1976 17.8 5.2 6.8 43.3 22.7
Sweden4___  ______  __ 1975 17.1 8.6 4.7 59.0 16.7
England and Wales5 _ _ 1974 13.1 2.9 2.8 26.5 11.0
Netherlands6 1976 16.6 3.3 5.0 23.2 10.2
German Democratic Republic___ 1976 19.1 4.8 2.1
German Federal Republic __ . 1975 19.9 5.1 4.1 29.3 7.3
France___  ___ _ _ 1975 14.7 4.8 5.8 23.9 14.1
Switzerland ___  _ . 1976 19.1 5.7 — 37.8 5.7
Italy7 ____  .  __ . 1974 20.6 . . . 6.9 8.8 19.1
Israel8 1973 28.7 5.6 6.4 _ _
Japan_____  ______  _ 1975 11.8 3.8 6.9 17.1 16.3
Australia8 ______  ____ 1972 13.9 4.1 — — . . .
1 Includes all graduates of a nursing school working in the country in any nursing field.
2 Includes nursing personnel without the full education and training of a professional nurse. Assignments include 
general patient care of a less complex nature in hospitals and other health services, in principle under the supervision of a 
professional nurse.
3 Dentists and pharmacists are estimates for data year 1975.
4 Nurses include nurse-midwives.
5 Medical personnel, except for physicians, are those in government services.
6 Pharmacists include pharmaceutical assistants.
7 Physicians, including those practicing dentistry, and pharmacists are the number on the register. Nurses and assistant 
nurses are personnel in hospitals and other health establishments for data year 1973.
8 All medical personnel are the number on the register.
NOTE: Countries are grouped by continent.
SOURCES: World Health Organization: World Health Statistics Annual, 1977, Vol. III. Geneva. World Health Organization, 
1977; World Health Organization: Unpublished data; Bureau of Health Manpower, Health Resources Administration: Data 
from the Manpower Analysis Branch.
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B. Health Facilities
In p a tie n t h ea lth  care  facilities inc lude 
sh o rt-  a n d  long -stay  h o sp ita ls , n u rs in g  
homes, and o ther facilities, such as those for 
the mentally re ta rded  and emotionally dis­
tu rbed . Short- and  long-stay hospitals are 
classified by the average length o f stay o f the 
patients discharged from  them . In short-stay 
hospitals the average length o f stay is less 
than 30 days, while in long-stay hospitals the 
average length o f stay is 30 days or more. 
T here  w ere 6,657 short-stay hospitals, 614 
long-stay hospitals, 20,185 nursing  hom es, 
and  6,280 o ther inpatien t health facilities in 
the U nited States in 1976.
T he  num ber o f beds in short-stay hospitals 
increased from  1.0 million in 1971 to 1.1 
million in 1976, while the num ber o f beds in 
long-stay hospitals decreased from  0.5 million 
to 0.3 million. As a result, the total num ber 
o f hospital beds in the U nited States d e ­
creased  from  1.5 m illion  in 1971 to 1.4 
million in 1976. T h is decrease mainly re ­
sulted from  reductions in the num ber o f beds 
in long-stay psychiatric hospitals. T h e  num ­
ber o f nursing hom e beds increased during  
the same 5-year period from  1.2 million to
1.4 million.
A com parison between hospital data from  
differen t countries is difficult. As a result o f 
historical factors and  legislative and regula­
tory considerations, the  facilities in certain 
countries may perfo rm  d iffe ren t functions 
from  those in o ther countries. For exam ple, 
stroke victims in one country may be adm it­
ted to one type o f facility du ring  the  initial 
stage o f care and then transferred  to ano ther 
type o f  facility fo r rehabilitation, while in 
ano ther country, both types o f  service may 
be p rovided  w ithin a single facility. Such 
differences in the m akeup o f facilities create 
problem s in the in te rp re ta tio n  o f  in te rn a ­
tional data. Sweden, for instance, maintains 
approxim ately  15 hospital beds per 1,000 
population, while the U nited States has fewer 
than  7 hospital beds per 1,000 population,
N O TE: Unless otherwise no ted , data  are from  
the ongo ing  data-collection systems o f  the N ational 
C enter fo r H ealth Statistics. In many instances th e  data 
have been published in the Vital and Health Statistics 
series.
according to th e  official statistics o f the two 
countries. However, it is no t clear how much 
o f this difference is the resu lt o f  definitional 
differences and how m uch is the  result o f 
d iffe ren ces  betw een  th e  coun tries  in  th e  
availability o f specific services. W ork is pres­
ently being done to resolve some o f  these 
com parability problems.
About half o f  all hospitals in the U nited 
States were ow ned by nonpro fit organizations 
in 1976, with ano ther 36 percent owned by 
either Federal, State, o r local governm ents, 
and only 14 percent ow ned by profitm aking 
organizations. However, about 75 percent o f 
all nursing  homes were owned by profitm ak­
ing  o rgan iza tions in  1976, while only 18 
percen t were owned by nonpro fit organiza­
tions and  7 percent w ere owned by govern­
ment.
Most hospital care is provided by com m u­
nity hospitals. Com m unity hospitals are de­
fined as non-Federal short-stay general and 
o ther specialty hospitals, excluding psychiat­
ric, alcoholism, d ru g  abuse, tuberculosis, and  
chronic disease hospitals, and  the hospital 
units o f institutions such as prisons. O f the 
7,271 hospitals in operation in  1976, 6,054 
were com m unity hospitals. Additionally, 71 
percent o f all hospital beds and 90 percent o f 
those in short-stay hospitals were in com m u­
nity hospitals.
In 1976, there  were nearly a million beds 
in com m unity hospitals in the  U nited States, 
almost twice as many as the re  were in 1950. 
T he  Hospital Survey and  C onstruction Act o f 
1946, commonly called the H ill-Burton Act, 
was the im petus for m uch o f this increase. As 
a resu lt o f  the H ill-Burton Act, planning for 
health facilities was initiated in every State, 
and Federal funds were m ade available for 
the construction o f health facilities with the 
cooperation o f States and  local com munities. 
D uring the 1960’s, the greatest increase in 
the num ber o f  beds in com m unity hospitals 
occurred. This was also the period  when the 
greatest num ber o f beds were m ade available 
from  the H ill-Burton p rog ram .1
1 B ureau o f  H ealth  P lanning and  Resources De­
velopm ent, H ealth  Resources A dm inistration , Public 
H ealth Service: U npublished data from  the  Division o f  
Facilities Developm ent.
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T he rate o f increase in beds has exceeded 
the rate o f population growth. As a result, 
the num ber o f com m unity hospital beds per
1,000 persons increased from  3.6 in 1960 to
4.6 in 1976. Since 1940, the greatest increases 
in bed-popula tion  ratios have occurred  in 
Mississippi, A rkansas, Alabama, Tennessee, 
and Georgia. These States were am ong those 
with the lowest ratios in 1940. As a result o f 
the allocation o f H ill-Burton funds to areas 
with bed shortages, however, a m ore equita­
ble distribution o f  the com m unity hospital 
bed supply across the country was achieved. 
Many o f the States which had low bed-popu­
lation ratios in 1940 had ratios above the 
national average in 1976. However, consid­
erable d ifferences still existed in the bed- 
population ratios in 1976. T he figure ranged 
from  7.3 in the District o f Columbia and 6.7 
in N orth Dakota to 3.1 in Hawaii and 2.2 in 
Alaska.
Geographic and population characteristics 
explain much of this variation. T he District 
o f Columbia, for exam ple, is a m etropolitan 
center with hospital beds tha t serve suburban 
populations located in M aryland and Virginia 
as well as District residents. T he low figure 
fo r Alaska does not take into account the 
availability o f short-stay Indian H ealth Serv­
ice hospitals which are not classified as com­
munity hospitals. T he highest ratios o f beds 
to population were generally found in the 
West N orth  Central States including N orth 
D akota, N ebraska, M innesota , Iowa, and  
Kansas. T hese States are  characterized by 
relatively low physician-population ratios and 
popu la tion  density . D ifferen t p a tte rn s  o f 
health service delivery develop in such areas 
to accom m odate the sparse distribution o f 
physicians and population.
U nder the National Guidelines for Health 
Planning, issued in 1978 by the Secretary of 
H ealth, Education, and  W elfare to help clar­
ify and coordinate national health policy, the 
desirable num ber o f non-Federal, short-stay 
hospital beds should be less than 4 beds for 
each 1,000 persons in a health service area, 
with adjustm ents allowed u n d er certain cir­
cumstances.
C om m unity  hospitals have been getting  
larger each year since 1950.2 Between 1970 
and  1976, while the n u m b er o f  hospitals
changed very little, the num ber o f beds in 
those hospitals increased. Larger hospitals 
have been expanding, while many small hos­
pitals have e ith e r closed o r m erged. As a 
result, only 16.1 percent o f com m unity hos­
pital beds were in hospitals that had fewer 
than 100 beds in 1976 com pared with 19.3 
percent in 1970. T he distribution o f small 
hospitals varied greatly am ong States and  
geographic divisions and reflected the d iffer­
ences in population density. For exam ple, 
only 4.7 percent o f the beds in the Middle 
Atlantic Division were in small hospitals in 
1976. T he District o f Columbia, New Jersey, 
Rhode Island, M aryland, and New York all 
had less than 5 percent o f their com munity 
hospital beds in small hospitals. On the o ther 
hand , Wyoming and Alaska had 66.4 and
57.8 p ercen t, respectively , and  six o th e r  
States had greater than 35 percent o f their 
community hospital beds in small hospitals.
An increase in the num ber o f employees 
p e r average daily patien ts, a decrease in 
occupancy rates, and the provision of m ore 
facilities and  services in hospitals have all 
contributed to the rise in costs per patient 
day. T he ratio o f employees to average daily 
patients (i.e., the num ber o f patients in a 
hospital on an average day) has been increas­
ing almost 3 percent per year since 1960. 
A lthough some o f this increase is the result 
o f an increase in staff for outpatien t services, 
an upw ard  tren d  is still evident w hen an 
adjustm ent is m ade for ou tpatient services. 
While this increase may be an indication of 
h igher quality care being provided, it none­
theless contributes to the h igher cost o f hos­
pital care.
T he occupancy rate measures the extent to 
which hospital beds are used. U noccupied 
beds are costly to maintain, since a substantial 
portion of hospital bed costs are fixed. The 
National Guidelines for H ealth Planning state 
tha t there should be at least an 80-percent 
average  an n u a l occupancy  ra te  fo r n o n ­
Federal short-stay hospital beds in a health  
service area. In  1976, 73.9 percent o f beds in 
com m unity hospitals w ere occupied on the 1
2 A m erican  H o sp ita l A ssociation : H osp ita ls . 
J A H A  35(15):394, Aug. 1, 1961 and 40(15):439, Aug.
1, 1966; Hospital Statistics, 1977 Edition. Chicago. A m er­
ican Hospital Association, 1977. p. 4.
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average day. This was low er than  the 1970 
occupancy rate  o f  77.3. Rates were highest in 
the M iddle Atlantic States and lowest in the 
Pacific States. New York had the highest ra te  
a t 85.1 percent. T h e  lowest occupancy rates 
w ere fo u n d  in  W yom ing  (57 .8  p e rc e n t) , 
Alaska (59.1 percen t), and  M ontana (59.6 
percent), States tha t have m any sm aller hos­
pitals to serve the ir large ru ra l populations.
A nother factor contributing to rising hos­
pital costs is the provision o f m ore facilities 
and services in hospitals. More com m unity 
hospitals had psychiatric, intensive care, and 
physical therapy units as well as open heart 
surgery , rad io iso tope, and  e lec tro en cep h a­
lo g rap h y  facilities in  1976 th a n  in  1970. 
W hile these facilities are necessary an d  im ­
prove the quality o f  care fo r patien ts, they 
are often expensive.
As already noted, it is im portan t to con­
sider population density in analyzing hospital 
data. R ural populations require  smaller hos­
pitals in d ispersed  locations, no t large , cen ­
tralized hospitals. Smaller hospitals typically 
have low er em ployee-patien t ratios, low er 
occupancy rates, and  provide few er services 
than  large m etropolitan hospitals. C om m u­
nity hospitals w ithin standard  m etropolitan 
statistical areas (SMSA’s) had  76.3 percen t o f 
the ir beds in use on the average day in 1976, 
while only 67.4 percent were in use in hospi­
tals outside SMSA’s. T h ere  were 374 em ploy­
ees per 100 average daily patients in m etro­
p o li ta n  co m m u n ity  h o sp ita ls , a n d  305 
employees per 100 average daily patients in 
nonm etropo litan  com m unity hospitals. N ot 
only did m etropolitan hospitals provide m ore 
services th a n  n o nm etropo litan  hospitals in 
1975, bu t a larger p roportion  o f  them  partic­
ipated  in shared service program s in which 
two o r m ore hospitals cooperate to provide 
services jo in tly .3 A lthough the sm aller hospi­
tals are considered less efficient than  large 
hospitals, they are needed  to provide reason­
able access to health  care in ru ral areas.
Com m unity hospitals w ithin standard  m et­
ropolitan statistical areas had 4.6 beds per
1,000 population in 1976, while com m unity
3 A m erican H ospital Association: Comparative Sta­
tistics on Health Facilities and Population, Metropolitan and 
Nonmetropolitan Areas. Chicago. A m erican H ospital As­
sociation, 1977.
hospitals outside SMSA’s had  4.3 beds per
1.000 population. However, fo r counties ad ­
jacen t to SMSA’s, the re  w ere 4.0 beds per
1.000 p o p u la tio n  in  com m unity  hospita ls 
com pared with 4.8 beds per 1,000 population 
fo r counties th a t w ere n o t ad jacen t. T h e  
adjacent counties w ere being served to some 
exten t by hospitals located within the SMSA’s.
T he num ber o f beds in long-stay hospitals 
has decreased from  a half million in 1971 to 
slightly m ore than  300,000 in 1976. Large 
decreases were experienced in long-term  psy­
ch ia tric  and  tuberculosis hospitals. T h e re  
w ere 179,000 fewer beds in long-stay psychi­
atric hospitals in 1976 than  in 1971. D uring 
the same 5-year period, however, th e  num ber 
o f  beds in  short-stay  psychiatric  hospitals 
increased. This tren d  reflects changing prac­
tices in psychiatric care . In  ad d itio n  to a 
shorter average length o f  stay for psychiatric 
inpatients, the re  has been increased use o f  
o u tp a t ie n t  fac ilitie s . C o m m u n ity  m e n ta l 
health  centers and  psychiatric ou tpatien t clin­
ics established in the 1960’s and  1970’s are 
now providing psychiatric care on an  ou tpa­
tient basis.
Alm ost th ree-fourths o f  all beds in long- 
stay hospitals in 1976 w ere in governm ent- 
ow ned psychiatric hospitals. Most o f  the re ­
m aining long-stay beds in  the U nited States 
were in State and  local chronic disease hospi­
tals and  Federal general hospitals.
T h ere  has been a substantial increase in 
the num ber o f  nu rsing  hom e beds in recent 
years. In  1976, there  were about 1.4 million 
beds in nursing  homes in the  U nited  States, 
an increase o f  200,000 from  1971. In 1963, 
there  w ere few er than  570,000 beds in  nu rs­
ing homes. N ursing hom es are classified in 
th e  M aster Facility In v en to ry , w hich is a 
listing m aintained by NCHS o f  all inpatient 
health facilities in the United States. Nursing 
homes are classified into 1 o f  4 categories accord­
ing to the type o f care provided. These categories 
are nursing care, personal care with nursing, 
personal care without nursing, and domiciliary 
care homes. To be classified as a nursing care 
home, a nursing hom e must employ one o r more 
full-time registered o r licensed practical nurses 
and provide nursing care to at least half o f  the 
residents. In  1976, about 66 percent of nursing
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homes were classified as nursing care homes, 
while only 58 percent were classified as such in 
1971. This represents an upgrading o f many 
facilities from personal care or domiciliary care 
homes to nursing care homes in 1976.
For every 1,000 persons 65 years o f age 
and over in 1976, there were 61.3 beds in 
nursing homes. O f these beds, 51.2 were in 
nursing care homes. T he highest ratios o f 
nursing home beds to population 65 years o f 
age and  over in 1976 w ere in N ebraska
(117.5) , C olorado  (104.2), and  W isconsin
(100.6) . T he  lowest ratios were in Florida
(23.8), A rizona (25.2), and  West V irginia 
(26.1).
In  a d d itio n  to h o sp ita ls  an d  n u rs in g  
hom es, th e re  w ere 6,280 o th e r  in p a tien t 
health facilities in the United States in 1976. 
T hese included facilities for the m entally 
re ta rd e d , hom es fo r d ep e n d e n t ch ild ren , 
homes for the emotionally disturbed, homes 
for d rug  abusers or alcoholics, facilities for 
the deaf and blind, and several o ther types 
o f hom es. O f th e  376,000 beds in these 
health facilities, 182,000 were in facilities for 
the mentally retarded.
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Table 131. Short-stay hospitals and beds, according to type of service and ownership of hospital: United States,
1971 and 1976
(Data are based on reporting by facilities)






Community hospitals All other hospitals
Total General Specialty Total General Psychiatric Other
1971 Number of hospitals
All ownerships 6,857 6,195 6,044 151 662 509 106 47
Government 2,243 1,769 1,754 15 474 439 28 7
Federal 348 348 345 3
State-local 1,895 1,769 1,754 15 126 94 28 4
Proprietary . 976 905 860 45 71 1 48 22
Nonprofit _ ___ 3,638 3,521 3,430 91 117 69 30 18
Church 851 838 810 28 13 6 5 2
Other
1976
2,787 2,683 2,620 63 104 63 25 16
All ownerships 6,657 6,054 5,915 139 603 411 146 46
Government 2,254 1,820 1,803 17 434 388 36 10





17 102 57 36 9
Proprietary 925 40 87 65 22
Nonprofit 3,478 3,396 3,314 82 82 23 45 14
Church 758 750 733 17 8 _ 8
Other .................
1971





All ownerships_________ 1,000,269 893,060 882,921 10,139 107,209 95,786 8,751 2,672
Government_______ _____ 303,668 205,839 203,757 2,082 97,829 ■ 93,744 3,259 826
FpHpral .. 89,177 — — — 89,177 88,639 - 538
fitatp-lnral .... 214,491 205,839 203,757 2,082 8,652 5,105 3,259. 288
Proprietary ______  ___ 64,584 60,564 59,421 1,143 4,020 18 3,361 641
N o n profit___  ________ 632,017 626,657 619,743 6,914 5,360 2,024 2,131 1,205
Church .... ____ 188,518 187,792 186,896 896 726 85 585 56
O th e r----  -------- ------ --------- 443,499 438,865 432,847 6,018 4,634 1,939 1,546 1,149
1976
All ownerships . 1,079,195 973,920 962,729 11,191 105,275 88,862 13,664 2,749
Government __ 307,625 212,600 210,716 1,884 95,025 88,151 5,680 1,194
Federal 85,232 _ _ _ 85,232 84,691 _ 541
State-local _ . 222,393 212,600 210,716 1,884 9,793 3,460 5,680 653
Proprietary 89,426 84,050 82,299 1,751 5,376 _ 4,666 710
Nonprofit 682,144 677,270 669,714 7,556 4,874 711 3,318 845
Church 190,208 189,260 188,536 724 948 _ 948 _
O th e r______ ___  _____  . 491,936 488,010 481,178 6,832 3,926 711 2,370 845
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association 
to one of the following services: General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; 
rehabilitation; orthopedic; other specialty; children's general; children's eye, ear, nose, and throat; children's rehabilitation; 
children's orthopedic; and children's other specialty.
SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the 
Master Facility Inventory.
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Number of community hospital beds
Average annual 
rate of change
United States 416,979 493,867 638,588 874,593 893,060 905,919 926,793 945,489 961,999 973,920 2.1 3 1 1.8
New England 36,918 39,281 40,637 48,675 49,661 50,618 51,077 51,278 51,206 51,285 0.5 1.8 0 9
Maine 2,525 2,911 3,220 4,671 4,725 4,725 4,815 4,785 4,890 4,947 1.2 3.7 1 0
New Hampshire 2,083 2,232 2,649 2,977 3,127 3,198 3,256 3,253 3,351 3,353 1.2 1.2 2.0
Vermont 1,194 1,500 1,744 2,019 1,967 2,147 2,242 2,244 2,283 2,264 1.9 1.5 1.9

















-1.0Rhode island 2,764 2,916 3,111 3,675
Connecticut 6,236 7,307 8,508 10,211 10,426 10,633 10,710 10,742 10,776 10,924 1.6 1.8 1 1
Middle Atlantic 107,444 115,511 136,969 163,932 166,400 168,021 168,881 170,457 171,155 171,507 1.2 1.8 0.8
New York 58,184 60,500 71,409 83,397 83,495 84,483 85,083 85,694 85,613 84,924 ' 1 0 1.6 0.3
New Jersey 14,616 15,564 18,726 25,647 26,717 27,447 27,999 28,931 29,571 30,102 1 2 3.1 2.7
Pennsylvania 34,644 39,447 46,834 54,888 56,188 56,091 55,799 55,832 55,971 56,481 1.5 1.6 0.5
East North Central 85,632 98,381 130,298 177,801 180,969 183,304 186,660 189,224 191,602 193,189 2 1 3.1 1.4
Ohio 18,467 22,810 33,229 44,668 45,768 46,437 47,448 48,146 49,031 49,623 2.9 3.0 1.8
Indiana 7,938 10,290 14,343 20,737 21,240 21,644 22,467 23,161 23,457 23,544 3.0 3.7 2 1
Illinois 26,893 31,514 39,731 51,617 52,489 52,619 53,248 54,057 54,947 55,406 2.0 2 6 1.2
Michigan 21,508 20,885 26,113 37,946 38,581 39,494 39,695 40,125 40,551 40,295 1.0 3.7 1.0
Wisconsin 10,826 12,882 16,882 22,833 22,891 23,110 23,802 23,735 23,616 24,321 2.2 3.0 1.1
West North Central _ 41,924 52,147 65,900 92,149 91,879 92,336 93,878 96,016 96,755 97,725 2.3 3 4 1 0
Minnesota, 10,786 13,113 16,516 23,330 22,148 22,423 22,985 23,382 23,627 23,633 2.1 3.5 0.2
Iowa _______ 6,866 8,440 10,790 15,916 16,392 16,230 16,552 16,921 17,033 16,811 2.3 3.9 0.9
Missouri 10,909 13,152 16,948 23,847 23,892 24,649 24,821 25,540 25,931 26,629 2.2 3.4 1.8
North Dakota 2,214 2,646 3,242 4,100 3,973 3,964 4,137 4,285 4,201 4,263 1 9 2.3 0.6
South Dakota 1,822 2,884 3,065 3,725 3,713 3,620 3,715 3,791 3,746 3,804 2.6 2.0 0.3
Nebraska _ 4,422 5,512 6,227 9,200 9,441 9,040 9,177 9,399 9,378 9,514 1.7 3 9 0.6
Kansas 4,905 6,400 9,112 12,031 12,320 12,410 12,491 12,698 12,839 13,071 3.1 2.8 1.4
South Atlantic__ 44,996 58,434 83,684 120,886 125,850 129,013 134,611 138,091 143,703 148,042 3.1 3.7 3.4
Delaware 1,178 1,251 1,615 1,988 2,040 2,026 1,970 2,005 2,021 2,052 1.6 2 1 0.5
Maryland 7,119 8,355 9,989 12,044 12,398 12,484 12,651 12,961 13,195 13,579 1.7 1.9 2.0
District of Columbia 3,753 4,322 4,461 5,473 5,435 5,418 5,200 5,011 4,964 5,028 09 2.0 -1 .4
Virginia 6,006 8,198 11,737 16,520 17,477 17,726 19,037 18,946 19,596 20,135 3.3 3.4 3.3
West Virginia 5,092 6,150 7,676 9,382 9,572 9,885 10,071 10,305 10,397 10,547 2.1 2.0 2.0
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North C a ro lin a ..______ 7,771 10,317 15,154 18,977 19,449 19,781 20,526 21,086 21,498 21,773 3.3 2.2 2.3South Carolina. 3,490 5,063 6,763 9,278 9,761 10,142 10,382 10,772 10,673 10,939 3.3 3.2 2.7
Georgia__ 5,271 6,879 10,844 17,291 18,456 18,931 19,786 20,657 21,320 22,079 3.6 4.7 4.1
Florida . . . 5,316 7,899 15,445 29,933 31,262 32,620 34,988 36,348 40,039 41,910 5.3 6.6 5.6
East South Central . 17,905 . 23,699 36,448 55,525 56,699 58,129 61,599 63,251 66,070 67,583 3.6 4.2 3.3
Kentucky _____ 5,006 6,384 9,060 12,666 13,094 13,254 14,238 14,367 14,502 14,802 3.0 3.4 2.6
Tennessee. 5,517 7,538 11,915 18,378 18,846 19,548 20,556 21,065 22,608 23,127 3.8 4.3 3.8
Alabama ______ 4,261 6,026 9,219 14,764 14,590 15,234 16,149 16,891 17,641 17,867 3.9 4.7 3.2
Mississippi ____ 3,121 3,751 6,254 9,717 10,169 10,093 10,656 10,928 11,319 11,787 3.5 4.4 3.2
West South Central _ 27,358 39,690 55,998 82,926 86,054 88,153 90,583 93,386 96,150 98,627 3.6 3.9 2.9
Arkansas 2,811 3,106 5,229 8,108 8,331 8,570 8,881 9,236 9,718 10,075 3.1 4.4 3.6
Louisiana_______ 7,445 10,114 12,575 15,213 16,062 16,285 16,750 16,903 17,595 17,612 2.6 1.9 2.4
Oklahoma_______ 4,382 5,560 7,426 11,475 11,801 11,702 11,878 12,153 12,433 12,678 2.6 4.4 1 7
Texas 12,720 20,910 30,768 48,130 49,859 51,596 53,074 55,094 56,404 58,262 4.4 4.5 3.2
Mountain 14,779 18,966 23,929 35,485 35,981 35,932 36,678 37,138 38,046 38,582 2.4 3.9 1.4
Montana _ 2,716 3,108 3,397 3,986 4,039 3,942 3,793 3,901 3,859 3,893 1.1 1.6 -0.4
Idaho . . ____ _. 1,362 1,984 2,147 2,873 2,913 3,041 3,159 3,167 3,155 3,171 2.3 2.9 1.6
Wyoming 857 1,111 1,506 1,812 1,697 1,708 1,679 1,681 1,678 1,712 2.8 1.8 -0.9
Colorado . . .  __________ 4,413 5,547 6,684 10,113 10,280 10,124 10,160 10,225 10,921 11,081 2.1 4.1 1.5
New Mexico 1,416 1,512 2,680 3,514 3,829 3,625 3,671 3,733 3,872 3,854 3.2 2.7 1.5
Arizona . 1,698 2,979 3,898 7,278 7,452 7,610 8,055 8,215 8,271 8,369 4.2 6.2 2.3
Utah _ 1,756 2,020 2,503 3,855 3,760 3,719 3,658 3,740 3,781 3,918 1.8 4.3 0.3
Nevada . . 561 705 1,114 2,054 2,011 2,163 2,503 2,476 2,509 2,584 3.4 6.1 3.8
Pacific_______ 40,023 47,758 64,725 97,214 99,567 100,413 102,826 06,648 107,312 107,380 2.4 4.1 1.7
Washington 5,875 8,368 9,220 11,561 11,644 11,740 11,750 11,775 11,829 11,956 2.3 2.3 0.6
Oregon 3,794 4,778 6,220 8,475 8,788 8,650 8,746 8,925 8,969 9,063 2.5 3.1 1.1
California 30,354 34,612 46,663 74,074 75,962 76,722 79,005 82,699 83,129 82,956 2.2 4.6 1.9
Alaska _________ 474 618 657 704 702 700 744 843 2.7 5.2
Hawaii ______ 2,148 2,486 2,516 2,597 2,623 2,549 2,641 2,562 1.5 0.5
1 1940 and 1950 data are estimated based on published figures.
2 1960 includes hospital units of institutions.
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty.
SOURCES: American Medical Association: Hospital service in the United States. JAMA 116(11): 1055-1144, 1941, and 146(2): 109-184, 1951. (Copyright 1941 
and 1951: used with the permission of the American Medical Association.); American Hospital Association: Hospitals. JAHA 35(15):383-430, Aug. 1, 1961. 
(Copyright 1961: used with the permission of the American Hospital Association.); Division of Health Manpower and Facilities Statistics, National Center for Health 
Statistics: Data from the Master Facility Inventory.
356 T a b le  133. C o m m u n ity  h o sp ita l beds p e r 1 ,0 0 0  p o p u la tio n  an d  a v e ra g e  a n n u a l ra te  o f ch a n g e , ac co rd in g  to  g e o g ra p h ic  d iv is io n  a n d  S ta te : U n ite d  S ta tes , se lected
y e ars  1 9 4 0 -7 6
(Data are based on reporting by facilities)
Geographic division and State
Year Period
1940' 1950' I9602 1970 1971 1972 1973 1974 1975 1976 1940-601-2 1960-702 1970-76
Community hospital beds per 1,000 population1 Average annual rate of change
United States 3.2 3.3 3.6 4.3 4.4 4.4 4.5 4.5 4 6 4.6 0.6 1.8 1.1
New England 4.4 4.2 3.9 4.1 4.2 4.2 4.2 4.2 4.2 4.2 -0 .6 0.5 0.4
Maine ______ 3.0 3.2 3.4 4.7 4.7 4 6 4 7 4.6 4 7 4 7 O fi 3 2 0 0
New Hampshire ____________ 4.2 4.2 4.4 4.0 4.1 4.1 4.1 4.0 4.2 4.1 0.2 -1 .0 0.4
Vermont 3.3 4.0 4.5 4.5 4.3 4.7 4.8 4.8 4.8 4.7 1 6 _ 0.7
Massachusetts _ ________ 5.1 4.8 4.2 4.4 4.5 4.6 4.6 4.6 4.6 4.6 -1 .0 0.5 0.7
Rhode Island 3.9 3.8 3.7 4.0 3.7 3.8 3.8 3.8 3.8 3 7 -0 .3 0.8 -1.3
Connecticut 3.7 3.6 3.4 3.4 3.4 3.5 3.5 3.5 3.5 3.5 - 0  4 0.5
Middle Atlantic 3.9 3.8 4.0 4.4 4.4 4.5 4.5 4.6 4.6 4.6 0.1 1.0 0.7
New York _ 4.3 4.1 4.3 4.6 4.5 4.6 4.7 4.7 4.7 4.7 0.7 0.4
New Jersey 3.5 3.2 3.1 3 6 3.7 3.8 3.8 4.0 4.0 4.1 -0 .6 1.5 2.2
Pennsylvania 3.5 3.8 4.1 4.7 4.7 4.7 4.7 4.7 4.7 4.8 0.8 1.4 0.4
East North Central_______ 3.2 3.2 3.6 4.4 4.5 4 5 4.6 4.6 4.7 4.7 0.6 2.0 1.1
Ohio _ ____ ____ 2.7 2.9 3.4 4.2 4.3 4.3 4.4 4.5 4.6 4.6 1.2 2.1 1.5
Indiana 2.3 2.6 3.1 4.0 4.1 4.1 4.2 4.4 4.4 4.4 1.5 2.5 1.6
Illinois 3.4 3.6 4.0 4.7 4.7 4.7 4.8 4.9 4.9 5.0 0.8 1.6 1.0
Michigan 4.0 3.3 3.3 4.3 4.3 4.4 4.4 4.4 4.5 4.4 -1 .0 2.6 0.4
Wisconsin 3.4 3.7 4.3 5.2 5.1 5.1 5.2 5.2 5.1 5.3 1.2 1.9 0.3
West North Central _____ 3.1 3.7 4.3 5.7 5.6 5.6 5.7 5.8 5.8 5.8 1.6 2.8 0.3
Minnesota 3.9 4.4 4.8 6.1 5.8 5.8 5.9 6.0 6.0 6.0 1.0 2.4 -0.3
Iowa _ _ 2.7 3.2 3.9 5.6 5.8 5.7 5.8 5.9 6.0 5.9 1 8 3.6 0.9
Missouri ___ 2.9 3.3 3.9 5.1 5.1 5.2 5.2 5.4 5.5 5.6 1.5 2.7 1.6
North Dakota __ 3.5 4.3 5.2 6.8 6.5 6.4 6.7 6.9 6.7 6.7 2.0 2.7 -0.2
South Dakota 2.8 4.4 4.5 5.6 5.6 5.4 5.5 5.6 5.5 5.6 2.4 2.2
Nebraska _ _ 3.4 4.2 4.4 6.2 6.3 6.0 6.0 6.1 6.1 6.2 1.3 3.4 _
Kansas __________ 2.8 3.4 4.2 5.4 5.6 5.6 5.6 5.7 5.7 5.8 2.0 2.5 1.2
South Atlantic _ _____ 2.5 2.8 3.3 4.0 4 1 4.1 4.2 4.2 4.3 4.4 1.4 1.9 1.6
Delaware 4.4 3.9 3.7 3.7 3.7 3.6 3.5 3.5 3.5 3.6 -0 .9 -0 .5
Maryland 3.9 3.6 3.3 3.1 3.1 3.1 3.1 3.2 3.2 3.3 -0 .8 -0 .6 1.0
District of Columbia 5.5 5.5 5.9 7.4 7.3 7.4 7.2 7.0 7.1 7.3 0.4 2.3 -0.2
Virginia __________ 2.2 2.5 3.0 3.7 3.8 3.8 4.1 4.0 4.1 4.1 1.6 2.1 1.7
West Virginia _ 2.7 3.1 4.1 5.4 5.4 5.5 5.7 5.8 5.8 5.8 2.1 2.8 1.2
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North Carolina 2.2 2.6 3.4 3.8 3.8 3.8 3.9 4.0 4.0 4.1 2.2 1.1 1.3
South Carolina 1.8 2.4 2.9 3.7 3.8 3.9 3.9 4.0 3.9 3.9 2.4 2.4 0.9
Georgia 1.7 2.0 2.8 3.8 4.0 4.0 4.2 4.3 4.4 4.5 2.5 3.1 2.8
Florida 2.8 2.9 3.1 4.4 4.5 4.5 4.6 4.5 4.9 5.1 0.5 3.5 2.5
East South Central _____ 1.7 2.1 3.0 4.4’ 4.4 4.5 4.7 4.8 4.9 5.0 2.8 3.8 2.1
Kentucky _ __ _ _ . _ _ 1.8 2.2 3.0 4.0 4.1 4.1 4.3 4.3 4.3 4.4 2.6 2.9 1.6
Tennessee _ __ __ . . . 1.9 2.3 3.4 4.7 4.8 4.8 5.0 5.1 5.4 5.5 2.9 3.2 2.6
Alabama ____ ____ __ . .  . 1.5 2.0 2.8 4.3 4.2 4.4 4.6 4.8 4.9 4.9 3.1 4.3 2.2
Mississippi________ .  _ ___ 1.4 1.7 2.9 4.4 4.6 4.5 4.7 4.7 4.9 5.0 3.6 4.2 2.1
West South Central ____ 2.1 2.7 3.3 4.3 4.4 4.5 4.5 4.6 4.7 4.7 2.3 2.6 1.5
Arkansas .  __ _________ _ 1.4 1.6 2.9 4.2 4.3 4.3 4.4 4.5 4.6 4.8 3.6 3.7 2.2
Louisiana __ .  __ . . 3.1 3.8 3.9 4.2 4.4 4.4 4.5 4.5 4.7 4.6 1.1 0.7 1.5
Oklahoma ____ ______________ 1.9 2.5 3.2 4.5 4.6 4.5 4.5 4.6 4.6 4.6 2.6 3.4 0.4
Texas _ 2.0 2.7 3.3 4.3 4.4 4.5 4.5 4.6 4.7 4.7 2.5 2.6 1.5
Mountain_______ _______ 3.6 3.8 3.5 4.3 4.2 4.1 4.0 4.0 4.0 4.0 -0.1 2.1 -1.2
Montana .  . . .  ______________ 4.9 5.3 5.1 5.8 5.7 5.5 5.3 5.3 5.2 5.2 0.2 1.3 -1.8
Idaho __ __ __ __ ______ 2.6 3.4 3.2 4.0 4.0 4.0 4.1 4.0 3.9 3.8 1.0 2.2 -0.9
Wyoming ______ . ___________ 3.5 3.9 4.6 5.5 5.0 5.0 4.8 4.7 4.5 4.4 1.4 1.8 -3.7
Colorado - - - - -  - _ _ 3.9 4.2 3.8 4.6 4.6 4.3 4.2 4.1 4.4 4.4 -0.1 1.9 -0.7
New Mexico . 2.7 2.2 2.9 3.5 3.7 3.4 3.4 3.4 3.4 3.3 0.4 1.9 -1.0
A rizona... . .  . .  _____________ 3.4 4.0 3.0 4.1 4.0 3.9 3.9 3.9 3.8 3.8 -0 .6 3.1 -1.3
U ta h ________________________ 3.2 2.9 2.8 3.6 3.5 3.3 3.2 3.2 3.2 3.2 -0.7 2.5 -2.0
Nevada _ ______ _ 5.0 4.4 3.9 4.2 4.0 4.1 4.6 4.4 4.3 4.3 -1.2 0.7 0.4
Pacific --_ 4.1 3.2 3.1 3.7 3.8 3.8 3.8 3.9 3.9 3.8 -1 .4 1.8 0.4
Washington. _____ _____  . . . 3.4 3.6 3.3 3.5 3.4 3.5 3.5 3.4 3.4 3.4 -0.1 0.6 -0 .5
Oregon. .  . .  ________  _ 3.5 3.1 3.5 4.0 4.1 4.0 3.9 4.0 3.9 3.9 — 1.3 -0.4
California .  .  .  _ .  . . . 4.4 3.3 3.0 3.8 3.8 3.8 3.9 4.0 4.0 3.9 -1 .9 2.4 0.4
Alaska . .  . .  . . .  _________ 2.4 2.3 2.3 2.4 2.3 2.2 2.2 2.2 -0 .4 -0.7
Hawaii _ ________________ _ 3.7 3.4 3.4 3.4 3.3 3.2 3.3 3.1 -0 .8 -1.5
11940 and 1950 data are estimated based on published figures. 
1 1960 includes hospital units of institutions.
3 Civilian noninstitutionalized population.
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty.
SOURCES: American Medical Association: Hospital service in the United States. JAMA 116(11): 1055-1144, 1941, and 146(2): 109-184, 1951. (Copyright 1941 
and 1951: used with the permission of the American Medical Association.); American Hospital Association: Hospitals. JAMA 35(15): 383-430, Aug. 1, 1961. 
(Copyright 1961: used with the permission of the American Hospital Association.); Division of Health Manpower and Facilities Statistics, National Center for Health 
Statistics: Data from the Master Facility Inventory; U.S. Bureau of the Census: Current Population Reports. Series P-25, Nos. 72, 304, 460, 640, and 642. 
Washington. U.S. Government Printing Office, 1953, 1965, 1971, and 1976; U.S. Bureau of the Census: Unpublished data.
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Geographic division and State
1970 1971 1972 1973 1974 1975 1976
Percent of community hospital beds in small hospitals
United States _ . _ _ _ 193 18 9 18.2 18.0 17.3 16.7 | 16.1 -3  0
New England 14.8 14 0 13.5 13.2 13.3 12.6 12 3 -3  1
Maine _ _____  ____ ____ 47 5 45.5 41 2 38 3 42.7 42.3 39.9 -2  9
New Hampshire _ _ ___ ____  _ . 28.7 29.9 29.9 28.9 25.9 27.6 24 7 -2 .5
Vermont _ _ ____ _________ 40.0 40 2 31.9 35.0 35.2 30 3 32 8 -3.3
Massachusetts ___ ____ _ ____ 10.2 9.0 9.1 8 9 8.7 8.1 7.8 -4  5
Rhode Island _ ___ _____ _____ _ 5.9 6.5 6.2 34 3.5 3.4 3.4 -9.2
Connecticut________ __________ 5.2 5 1 5.7 6 5 6.5 4.9 5.5 0.9
Middle Atlantic ___ ________ 6.3 5.9 5.4 53 5 1 5.0 4.7 -4.9
New York_______________________ 6.9 6.5 60 5.8 5.3 5.3 4.9 -5.7
New Jersey___________________  _ 3.8 3 1 2 7 28 2.7 1.9 1 7 -1 3 4
Pennsylvania ____ ___ ____ __. _ 6.6 6.2 5 7 5.7 6 1 6.1 60 -1.6
East North Central_________ 12.4 12.3 11.8 11 7 11.3 11 2 10.5 -2 .8
Ohio ____ . _ ------- --------  ---------- 9.8 9.6 9.4 9.4 9 0 9 1 8.7 -2 .0
Indiana -----  ---------------------------------- 15 6 14.3 13.9 12 6 12.5 12 6 12 3 -4.0
Illinois _ . . _ __ 8.9 8 7 8.5 8.6 8.3 8 1 7.6 2.6
Michigan _ _ ________________  _ 13.9 14.3 14.2 14.0 13 6 13 9 13.2 -0.9
19.9 20 9 18.0 188 17 8 16.9 14.8 -4 .9
West North Central __ . . .  . 29.0 29.9 29 1 28.8 27.6 26.9 26 7 -1.4
Minnesota - 24.1 25.2 24.7 23 2 22.4 22 6 22.6 -1.1
Iowa __ _ . ___ _ 28.1 28.3 28.2 30 3 28.9 28.1 28.5 0.2
20.1 21.1 18.6 18.0 17.3 16.7 16.7 -3.1
North Dakota _ __ _ . . _ 44.0 46.2 44 7 43.1 37 2 34.1 33.6 -4 .5
South Dakota . .  . . 46.5 42.9 47 2 43.5 42.2 43.7 43 0 -1.3
Nebraska .........................  . 35 3 38.5 37 2 36.0 36 5 34.0 34.5 -0.4
Kansas __ ___ _ _ ____ ___ _ 41 7 41.5 42.8 43 9 41.7 | 41.2 39.6 -0 .9
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South Atlantic____  _______ 19.0 18.0 16.8 16.6 15.8 14.6 13.8 -5 .3
Delaware . . .  .  _____  . . . . 5.5 2.9 3.0 3.0 3.0 7.8 7.7 5.6
Maryland ______ __________________ 7.4 6.7 4.5 4.4 4.8 4.3 4.4 -8.7
District of Columbia ______________ 1.4 1.5 1.5 1.5 1.6 1.6 1.6 2.2
Virginia _________________________ 17.0 16.4 15.2 15.2 13.8 12.2 10.6 -7 .9
West Virginia ___________________ 30.4 29.8 27.7 26.8 25.3 25.4 24.2 -3 .8
North Carolina . _ ___________ 19.1 18.2 17.9 17.7 18.2 16.6 16.4 -2 .5
South Carolina . . .  ____________ 22.4 23.3 20.9 20.8 18.7 18.7 17.9 -3.7
Georgia _ .  ___ _______________ 28.9 27.4 26.0 25.6 24.2 24.4 22.9 -3 .9
Florida _ .  _______________ 18.4 16.5 15.1 14.7 13.5 10.8 10.4 -9 .5
East South Central. . .  . .  . 30.2 29.7 29.0 26.9 25.5 24.5 23.5 -4.2
Kentucky _ . .  .................. . 26.6 25.9 26.6 23.4 22.2 24.1 23.5 -2.1
Tennessee _ . __  . . . ___ 28.8 26.5 24.7 23.3 20.1 18.9 18.6 -7 .3
Alabama . .  . . . .  . . .  . . 28.9 29.5 29.2 26.4 26.0 23.5 22.4 -4.2
Mississippi _______ _ _ . . . . 39.5 40.6 40.4 39.3 39.3 37.6 34.7 -2.2
West South Central . . .  . . 32.5 32.4 31.5 31.4 30.1 28.7 27.3 -2.9
Arkansas . .......... 40.6 41.8 39.6 38.5 36.0 32.8 33.0 -3.5
Louisiana _ ______ 25.9 27.8 27.4 27.7 26.1 24.4 22.8 -2.1
Oklahoma . _ _ ____ 36.6 36.6 35.9 36.6 35.4 33.0 30.6 -3 .0
Texas_____  . .  ................ 32.3 31.3 30.5 30.3 29.2 28.4 27.0 -3 .0
M ountain____  _ ...... ........... 31.1 31.0 30.6 29.8 28.8 27.7 27.8 -1.9
Montana _ _ . 41.9 41.5 40.0 41.3 40.6 39.9 38.5 -1.4
Idaho __ _ _ _ _ _ _ _  __ 43.9 43.2 41.7 37.4 37.9 37.7 39.8 -1.6
W yom ing___________ _ _____  . 54.5 57.7 64.4 63.8 63.2 63.6 66.4 3.3
Colorado ____________________ 22.3 21.3 21.2 21.5 19.1 19.3 19.5 -2.2
New Mexico___________________  _ 44.5 43.7 42.1 43.5 43.3 39.0 37.8 -2.7
Arizona_________________________ 21.7 23.9 21.8 19.5 18.4 16.8 17.9 -3 .2
Utah ____________________________ 27.4 26.1 27.5 27.5 28.2 28.0 26.0 -0 .9
Nevada __________________________ 31.6 30.6 32.2 30.0 29.7 27.7 27.1 -2 .6
Pacific ____________________ 25.5 23.9 23.4 23.2 21.9 21.2 20.2 -3 .9
Washington______________  _____ 28.7 27.0 26.4 27.0 26.8 27.8 25.7 -1.8
Oregon ._ _______ _______________ 35.6 34.7 35.9 33.0 31.7 32.2 31.1 -2 .3
California _ . . .  __  _ 23.7 22.0 21.5 21.5 20.2 19.0 18.1 -4 .5
Alaska . . .  __ _. _ 75.7 77.2 62.2 62.1 62.0 64.2 57.8 -4 .5
Hawaii . . .  . . .  _ 16.9 16.4 13.1 12.9 12.3 11.9 10.8 -7 .5
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children’s rehabilitation; children's orthopedic; and children's other specialty.
S O U R C E : D iv is io n  o f  H e a lth  M a n p o w e r  a n d  F a c ilities  S ta tis tic s , N a tio n a l C e n te r fo r  H ea lth  S tatis tics: D a ta  fro m  th e  M a s te r  Fac ility  In v e n to ry .
360 Table 135. Full-time equivalent employees per 100 average daily patients in community hospitals and average annual rate of change, according to geographicdivision and State: United States, 1960 and 1970-76
(Data are based on reporting by facilities)
Geographic division and State
Year Period
I960' 1970 1971 1972 1973 1974 1975 1976 1960-70' 1970-76
United States _ 226
Nu
302













ual rate of 
lge
2.8
New England ________ 249 351 368 379 382 394 412 424 3.4 3.1
Maine _ _ _______ 227 289 317 322 330 344 359 379 2.4 4.5
New Hampshire _ 240 310 322 317 315 330 347 356 26 2.3
Vermont ____.. 227 318 340 322 329 331 346 339 3.4 1 1
Massachusetts___ 252 365 388 400 402 418 436 449 3 7 3.5
Rhode Island _ _ 270 383 392 396 400 412 433 449 3 5 2.6
Connecticut __ 247 347 349 371 376 380 397 408 34 2.7
Middle Atlantic ___ 225 311 320 326 335 343 352 349 3.2 1 9
New York 233 336 347 348 360 368 375 363 3 7 1 3
New Jersey ___ __________________ 225 278 276 289 294 301 308 313 2 1
Pennsylvania __ 214 287 300 311 315 325 340 347 2 9
East North Central _______ _ _ 226 299 309 316 320 330 343 355 28 2 9
Ohio ___ ____ . ____ ________ 232 302 310 317 321 326 334 344 2.6 2.2
Indiana _ ____ ____ _ _________ 216 280 283 293 296 310 320 331 2.6 2.8
Illinois _ _ _ _ _ _  _________  _____ 226 301 309 319 325 337 357 373 2 9 3.6
Michigan ____ _ ____ ________ 239 313 334 332 339 350 364 373 2.7 2 9
Wisconsin _ _ _ _ _ ___ 199 277 289 300 295 305 315 326 33 27
West North Central_____ ____ 212 273 282 289 288 294 305 320 2.5 2.6
Minnesota ________________  _ _ 220 273 281 286 285 290 296 311 2.2 22
Iowa ___ _ _. __________ . . . . 208 258 266 273 274 282 293 313 2.2 3.2
Missouri _ ____ _________  _ . 217 289 301 305 305 312 326 341 2 9 2.8
North Dakota ___ ______ __ _ 177 254 257 277 254 260 273 281 3.6 1.7
South Dakota 188 247 263 257 284 277 294 303 27 3.4
Nebraska __ 220 276 272 283 285 292 298 307 23 1.8
Kansas _ _____ _ 210 270 287 296 289 294 313 328 2 5 3.2
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South Atlantic ______ . . . ____ 217 295 304 309 316 329 343 350 3.1 2.8
Delaware _ _ _____  ___  ___ 243 328 346 361 377 367 390 390 3.0 2.9
Maryland ___________ . . . 237 354 362 357 365 375 391 383 4.0 1.3
District of Columbia . . . 240 363 371 369 370 416 443 464 4.1 4.1
Virginia . _  ____  ___ 193 289 297 298 297 314 323 325 4.0 2.0
West Virginia ___  ___  ._ 198 255 259 271 275 288 298 303 2.5 2.9
North Carolina ______  . . .  . .  _ 196 277 283 291 296 302 319 325 3.5 2.7
South Carolina_______  . _ _ 185 257 265 271 280 290 302 324 3.3 3.9
Georgia . . .  ___  . . 233 294 309 323 335 353 364 373 2.3 4.0
Florida ______________ . .  . 245 295 305 310 321 332 346 354 1.9 3.0
East South Central . __ 227 275 283 286 291 297 306 314 1.9 2.2
Kentucky ........  _ _ _ . 229 276 277 283 284 290 292 298 1.9 1.3
Tennessee.. _______ . . . 231 284 296 292 300 302 315 321 2.1 2.0
Alabama . _____ ._ . 233 266 284 288 291 298 308 319 1.3 3.0
Mississippi . . .  ______  . . 207 270 267 276 283 292 300 314 2.7 2.5
West South Central . . 225 297 311 318 321 332 346 353 2.8 2.9
Arkansas . . .  __ 209 274 276 283 287 302 318 320 2.7 2.6
Louisiana _ .. 218 292 309 332 335 335 354 356 2.9 3.3
Oklahoma____________  . 218 296 309 310 317 339 359 375 3.1 3.9
Texas ____________________ 232 304 317 322 323 335 346 353 2.7 2.5
Mountain ________________  _ 226 299 322 331 334 347 364 381 2.8 4.0
Montana ________________ 216 247 260 277 276 284 301 323 1.3 4.5
Idaho _ ____ . . . 255 281 298 303 285 301 321 343 1.0 3.3
Wyoming __ . . .  . ___ 217 251 275 289 305 307 344 350 1.5 5.5
Colorado 221 306 327 331 332 354 373 391 3.3 4.1
New Mexico . . .  . . 228 314 345 349 355 365 389 409 3.2 4.4
Arizona _ . . 222 327 358 361 372 381 381 390 3.9 2.9
Utah ____ 243 304 331 341 349 351 388 406 2.2 4.8
Nevada _ . 224 284 291 330 315 341 344 363 2.4 4.1
Pacific_____  ________ 243 327 339 356 369 387 401 418 3.0 4.1
Washington . .......... ............... 263 313 331 347 352 368 382 400 1.7 4.1
Oregon __________________ 232 303 321 335 343 360 .387 384 2.7 3.9
California _ ___________ 241 334 345 362 374 393 407 425 3.3 4.0
Alaska _ ______ _________ 220 301 ■ 324 364 368 403 385 458 3.1 7.0
Hawaii __________ ______________ 226 278 283 299 369 373 357 411 2.1 6.5
1 I960 includes hospital units of institutions. Excludes students, interns, and residents.
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty. ” ’
S O U R C E S : A m e r ic a n  H o s p ita l A s s o c ia t io n :  H o s p ita ls . J A H A  3 5 (1 5 ) ;  3 8 3 -4 3 0 ,  A u g . 1, 19 61 . (C o p y r ig h t  1 9 6 1 : u s e d  w ith  th e  p e rm is s io n  o f  th e  A m e r ic a n
H o s p ita l A s s o c ia tio n .); D iv is io n  o f  H e a lth  M a n p o w e r  a n d  F a c ilit ies  S ta tis tic s , N a tio n a l C e n te r  fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  M a s te r  F a c ility  In v e n to ry .
362 T a b le  136. O u tp a tie n t v is its  per 1 ,0 0 0  p a tie n t d a ys  in c o m m u n ity  h o s p ita ls  an d  a v e ra g e  an n u a l ra te  o f c h a n g e , a c c o rd in g  to  g e o g ra p h ic  d iv is io n  an d  S ta te : U n ite d
S ta tes , 1 9 7 0 -7 6
(Data are based on reporting by facilities)






1970 1971 1972 1973 1974 1975 1976
Outpatient visits per 1,000 patient days
United States _ ____ 568 622 666 693 738 738 769 5.0
New England 676 749 823 886 929 955 1,022 6 9
Maine _ _ ___ 596 780 841 977 1,041 940 982 8.3
New Hampshire 811 865 1,044 998 T.092 1,070 1,158 5.9
Vermont __ 596 754 848 935 1,031 954 858 6 1
Massachusetts 704 742 774 844 899 940 1,005 5.9
Rhode Island 620 680 934 874 819 845 836 5.0
Connecticut _ . . 640 745 832 915 930 1,006 1,137 96
Middle Atlantic 647 732 796 838 886 906 929 60
New York 658 755 803 862 889 896 914 5 5New Jersey 517 558 629 646 654 706 748 6 2
Pennsylvania 691 781 869 900 1,004 1,034 1,054 7 0
East North Central 513 562 609 643 707 732 779 7.0
Ohio ____________  _ _ _ ______ 502 545 596 609 647 670 723 6 1Indiana _ 484 545 592 628 714 741 804 8.5Illinois __ 531 583 621 665 711 735 752 58Michigan 588 634 690 750 849 885 985 8 6Wisconsin 381 434 476 486 558 573 572 6.8
West North Central 373 401 430 447 472 499 532 5.9
Minnesota 309 311 313 329 371 387 432 5.6Iowa 348 381 411 446 493 525 597 9 0Missouri 468 504 539 545 538 573 591 3 9North Dakota 150 179 202 198 203 211 237 7 6South Dakota 314 332 342 371 377 308 332 0 9Nebraska 264 293 329 369 399 401 434 8.3Kansas 494 540 598 608 655 724 720 6.3
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South Atlantic . . .  _ . . . 547 585 632 651 683 697 690 3.9
Delaware __ _ ________ _ ____ 674 822 894 844 915 1,036 974 6.1
Maryland . . .  . . . _____  _ . . .  . . 809 834 875 928 951 991 937 2.4
District of Columbia __________ 749 774 831 795 851 924 944 3.8
Virginia _______________________ 557 525 543 560 670 682 655 2.7
West Virginia _ ______ 635 701 700 732 761 792 795 3.7
North Carolina _______ ______ 509 546 607 628 648 664 708 5.5
South Carolina _______ _______ 456 519 534 558 591 608 663 6.2
Georgia .  _ ___  _________ 489 584 701 723 695 679 724 6.5
Florida _____  __________ 442 479 519 538 568 570 514 2.5
East South Central_____ . 401 439 472 452 473 498 520 4.3
Kentucky _ _ _ __ . . .  . . . 448 468 522 526 529 558 587 4.5
Tennessee . . .  . . . 441 461 479 464 472 526 534 3.2
Alabama ______ . . .  . 344 389 426 396 426 422 472 5.3
Mississippi _________ .  . . 349 433 459 416 474 475 475 5.1
West South Central . __ 442 477 511 511 556 528 573 4.3
Arkansas . _____________ 306 368 404 434 466 432 441 6.1
Louisiana . .  _________________ 693 698 717 758 856 756 874 3.9
Oklahoma_________ . _. 292 323 365 358 406 397 471 8.0
Texas . . ___________________  . 421 463 498 481 514 502 525 3.7
Mountain . . .  _. 525 594 635 689 779 781 911 9.2
Montana _____  _______ 337 368 386 446 501 538 595 9.5
Idaho _ _______________________ 514 653 571 611 714 748 865 8.7
W yom ing_____________ _____ 342 413 439 479 592 670 668 11.2
Colorado _____________ . ____ 532 589 681 760 900 856 918 9.1
New Mexico_________  . _____ 435 606 616 607 727 690 973 13.4
Arizona ________  ______________ 648 692 748 794 793 780 907 5.6
Utah __________ _______________ 677 751 711 769 905 1,015 1,375 11.8
Nevada_______ ____________ ____ 395 408 533 581 665 633 691 9.3
Pacific __________________ 923 973 991 1,031 1,068 935 952 0.5
Washington____ ________ ______ 538 621 656 829 813 816 900 8.6
Oregon _ _____ ______ ______ _ 612 747 797 967 1,037 773 809 4.7
California_____ __________  ____ 1,006 1,042 1,044 1,038 1,076 954 966 -0.7
Alaska ____ ______ ______ _ 747 722 986 998 1,247 1,388 999 4.8
Hawa'ii ______ _______  ___ ____ 1,230 1,295 1,543 1,918 • 2,085 1,324 1,229 0.0
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General-medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty.
S O U R C E : D iv is io n  o f  H e a lth  M a n p o w e r  a n d  F a c ilit ie s  S ta tis tic s , N a tio n a l C e n te r fo r  H e a lth  S ta tis tic s : D a ta  fro m  th e  M a s te r  F a c ility  In v e n to ry .
364 T a b le  137. O cc u p an c y  ra te  in c o m m u n ity  h o s p ita ls  an d  a v e ra g e  a n n u a l ra te  o f c h a n g e , ac co rd in g  to  g e o g ra p h ic  d iv is io n  an d  S ta te : U n ite d  S ta tes ,
se lec ted  ye a rs  1 9 4 0 -7 6
(Data are based on reporting by facilities)
Year Period
1940' I9602 1970 1971 1972 1973 1974 1975 1976 1940-60'2 1960-702 1970-76
Percent of beds occupied Average annual rate of change
United States . 69 9 74 7 77.3 75.9 74.8 75 0 74.9 74.2 73.9 0.3 0.3 -0.7
New England _ 72 5 75 2 797 77.9 76.8 77.6 77.5 77.6 77.5 0.2 0.6 -0.5
Maine _ 72 4 73.2 73.0 72.4 70.6 71.1 72.8 71.1 72.1 0.1 - 0.0 -0.2
New Hampshire 65 3 66.5 73.4 69.7 71.3 72.8 72.4 71 4 71.3 0.1 1.0 -0.5
Vermont___ 68.8 68.5 76.3 75.5 71 4 73.1 73.2 70 7 74.5 -0.0 1.1 - 0  4Massachusetts 71.8 75.8 80 3 78.2 77 5 78 7 77 ft 7ft 1 78 6
Rhode Island 77.7 75 7 82 9 82 0 81.4 81 7 83 5 82.2 82.1 -0.1 0.9 -0.2Connecticut 75.9 78 2 82 6 81 1 78.8 78 6 79.3 78.6 78.5 0.1 0.5 -0.8
Middle Atlantic 75.5 78.1 82 4 81.9 80.6 80.9 81.2 81.4 82 1 0.2 0.5 -0.1
New York 78 9 79.4 82.9 82 7 82.3 82.6 83.1 84 2 85.1 0.0 0.4 0.4
New Jersey 72 4 78.4 82.5 81.6 80.9 81.9 80 9 81.1 81.4 0.4 0.5 -0.2
Pennsylvania 71 3 76.0 81.5 80 7 78.1 77 8 78 5 77.2 77.8 0.3 0.7 -0.8
East North Central 71.0 78.4 79.5 78.4 77.3 77 8 77 9 77 2 76.6 0.5 0.1 -0.6
Ohio 72.1 81.3 81.8 81.0 80.2 80.3 80.8 80 6 80.2 0.6 0.1 -0.3
Indiana 68.5 79.6 80.3 79.2 77 5 76.8 76.4 76.4 76.7 0.8 0.1 -0.8
Illino is... 73.1 76.0 793 78 2 76.5 77.8 77.4 75 7 75.4 0.2 0.4 -0.8
Michigan . . 71.5 80.5 80 6 78 9 78.8 79.2 79.3 78.8 77.3 0.6 0.0 -0.7
Wisconsin 65 2 73.9 73.2 72 6 70 6 71 5 71.9 71 5 70.9 0.6 -0.1 -0.5
West North Central 65 7 71.8 73.6 71.6 70.3 70.9 70.8 70.6 70.3 0.4 0.2 -0.8
Minnesota 71.0 72.3 73.9 72 2 71.3 70 8 70.7 70.7 70.9 0.1 0.2 -0.7Iowa 63.6 72 6 71.9 68.4 67.0 67 0 67 4 67.4 67.9 0.7 -0.1 -1.0Missouri 68 6 75.8 79 3 78.4 76.7 77 5 76.8 75.9 74.8 0.5 0.5 -1.0North Dakota 61.9 71.3 67 1 65.6 62.1 66.1 65.3 69.1 68.9 0.7 -0.6 0.4South Dakota 59.1 66.0 66.3 63.8 65.2 63.2 64.7 63 8 62.6 0.6 0.0 -1.0Nebraska _____ 59.0 65.6 69.9 67 6 67.1 68 0 67.1 65.8 66.1 0.5 0.6 -0.9Kansas 60.4 69.1 71.4 69.0 66.8 69 2 69.8 69.9 69.2 0.7 0.3 -0.5
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South Atlantic _ 66.7 74.8 77.9 76.4 76.1 75.8 75.5 73.9 73.5 0.6 0.4 -1 .0
Delaware __ _ ___________ 59.2 70.2 78.8 74.3 74.9 79.3 82.3 81.0 81.1 0.9 1.2 0.5
Maryland . . .  __________ 74.6 73.9 79.3 78.4 79.2 79.6 79.4 79.3 81.9 - 0.0 0.7 0.5
District of Columbia ____ 76.2 . 80.8 77.7 76.7 75.8 79.0 79.7 78.9 76.8 0.3 -0 .4 -0.2
Virginia __ ______  _ ___ 70.0 78.0 81.1 78.6 79.8 . 78.2 78.7 77.4 76.3 0.5 0.4 -1 .0
West Virginia - _ ____ 62.1 74.5 79.3 77.9 74.9 75.9 75.1 75.3 75.0 0.9 0.6 -0 .9
North Carolina ___  ___ 64.6 73.9 78.5 77.9 78.2 77.5 77.7 77.4 77.5 0.7 0.6 -0 .2
South Carolina ____  __ 69.1 76.9 76.4 75.4 73.2 73.8 72.5 74.2 73.8 0.5 -0.1 -0.6
Georgia______  ___ __ 62.7 71.7 76.5- 73.4 73.1 72.9 70.4 68.2 68.0 0.7 0.6 -2 .0
Florida ___  _ _ 57.5 73.9 76.2 75.3 75.0 73.7 73.9 70.2 69.2 1.3 0.3 -1.6
East South Central _ 62.6 71.8 78.2 77.2 76.3 75.5 75.3 74.0 73.5 0.7 0.9 -1 .0
Kentucky _ ______ _ 61.6 73.4 79.6 78.5 77.9 75.4 75.8 77.3 77.1 0.9 0.8 -0 .5
Tennessee _ ____ 65.5 75.9 78.2 77.1 76.0 76.2 76.9 74.4 73 9 0.7 0.3 -0.9
Alabama _ ___ 59.0 70.8 80.0 79.6 76.5 75.6 74.2 72.6 72 9 0.9 1 2 -1  5
Mississippi ______  _ . 63.8 62.8 73.6 72.2 74.6 73.8 73.1 71.4 69.4 -0.1 1.6 -1 .0
West South Central __ _ 62.5 68.7 73.2 71.4 70.5 70.8 70.3 69.1 68.5 0.5 0.6 -1.1
Arkansas _ __ ____ 55.6 70.0 74.4 74.5 73.3 73.7 72.4 70.3 68.9 1.2 0.6 -1.3
Louisiana „ ___ 75.0 67.9 73.6 69.3 69.9 69.6 69.4 68.8 69.7 -0 .5 0.8 -0 .9
Oklahoma _ _ . . . 54.5 71.0 72.5 71.2 70.6 69.7 69.8 69.3 67.1 1.3 0.2 -1.3
T exas__ _____  _ 59.6 68.2 73.0 71.6 70.2 71.0 70.3 69.0 68.4 0.7 0.7 -1.1
Mountain ____ 60.9 69.9 71.2 69.6 68.7 69.7 69.3 68.4 68.2 0.7 0.2 -0 .7
Montana. ___  . . . 62.8 60.3 65.9 64.8 64.4 63.1 61.6 61.4 59.6 -0.2 0.9 -1.7
Idaho . ______ _. 65.4 55.9 66.1 65.8 65.7 68.5 68.9 68.2 65.6 -0 .8 1.7 -0.1
Wyoming . . 47.5 61.1 63.1 61.3 60.7 60.2 58.1 55.9 57.8 1.3 0.3 -1.5
Colorado . 62.1 80.6 74.0 72.4 71.7 72.6 71.5 69.1 70.5 1.3 -0 .9 -0.8
New M exico___ 47.8 65.1 69.8 61.9 63.5 65.9 65.2 63.6 65.8 1.5 0.7 -1 .0
Arizona ______ _ . 61.2 74.2 73.3 72.8 72.6 72.2 74.0 73.5 72.8 1.0 -0.1 -0.1
Utah ______ 65.8 70.0 73.7 72.2 70.6 72.3 73.1 73.6 69.9 0.3 0.5 -0.9
Nevada ■ _ 67.9 70.7 72.7 74.8 65.2 69.3 65.5 67.2 67.4 0.2 0.3 -1.3
Pacific______ 69.7 71.4 71.0 68.9 66.9 66.6 66.8 66.2 65.6 0.1 -0.1 -1.3
Washington _______ 67.5 63.4 69.7 67.7 66.1 66.7 67.7 67.7 66.2 -0 .3 0.9 -0 .9
Oregon . . . . ________  _ 71.2 65.8 69.3 67.4 66.8 66.7 66.9 66.6 66.4 -0 .4 0.5 -0 .7
California . _______ 69.9 ■ 74.3, 71.3 69.1 67.1 66.7 66.8 66.0 65.4 0.3 -0 .4 -1.4
Alaska____ ________ . . . 53.8 59.1 59.7 56.4 55.7 58.4 63.3 59.1 0.9 0.0
H aw aii... _. ______ 61.5 75.7 74.9 69.8 66.6 66.8 68.1 68.3 2.1 -2.3
' 1940 data are estimated based on published figures. 
2 1960 includes hospital units of institutions.
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty.
S O U R C E S : A m e ric a n  M e d ic a l A s s o c ia tio n : H o s p ita l S e rv ic e  in th e  U n ite d  S ta tes . J A M A  11 6 (11 ): 1 0 5 5 -1 1 4 4 , 19 41 . (C o p y rig h t 1941: u sed  w ith  th e  p e rm is s io n
o f th e  A m e ric a n  M e d ic a l A s s o c ia tio n .); A m e ric a n  H o sp ita l A sso c ia tio n : H os p ita ls . J A H A  3 5 (1 5 ): 3 8 3 -4 3 0 , A u g . 1 ,1 9 6 1 . (C o p y rig h t 1 9 61 : used  w ith  th e  p e rm is s io n  o f th e
A m e ric a n  H o s p ita l A s s o c ia tio n .); D iv is io n  o f  H ea lth  M a n p o w e r  an d  Facilities  S ta tis tics , N a tio n a l C en te r fo r  H e a lth  S ta tis tics : D a ta  fro m  th e .M a s te r  Facility  In v e n to ry .
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(Data are based on reporting by facilities)
T a b le  138. C o m m u n ity  ho sp ita ls  in m e tro p o lita n  a n d  n o n m e tro p o lita n  areas , ac cord in g  to  se lected  ch arac te ris tic s , g e o g ra p h ic  d iv is io n , an d  S ta te :





hospitals Number of beds
Percent of beds in 
small' hospitals




100 average daily 
patients
Outpatient visits 







































United States.._ 3,025 3,029 718,958 254,962 6.6 42.7 4.6 4.3 374 305 801 666 76.3 67.4
New England__ 175 90 41,837 9,448 6.5 38.2 42 4.3 438 355 1,001 1,129 78.9 71.3
Maine _ 10 41 1,616 3,331 19.0 50.0 5.0 4.5 442 347 1,088 927 75.0 70.7
New Hampshire 8 19 1,291 2,062 8.2 35.0 3.1 5.0 346 363 1,002 1,265 75.2 68.9
Vermont _ 17 2,264 32 8 4J5 ■^q 858
Massachusetts_______ 114 6 25,576 754 7.1 28.9 4.6 3.5 452 350 900 1,530 78.7 74.8
Rhode Island 13 1 3,215 252 3.7 - 3.8 3.1 451 419 858 530 82.8 74.1
Connecticut 30 6 10,139 785 3.4 33.4 3.5 3.2 409 399 1,059 2,320 79.4 66.9
Middle Atlantic __ _ _ 523 147 150,414 21,093 3.0 16.7 4.7 4.3 356 299 937 869 82.7 77.8
New York . . .  _. .  . 238 75 75,261 9,663 2.8 21.4 4.7 4.6 373 284 934 759 85.4 83.1
New Jersey . 97 9 28,668 1,434 1.1 12.9 4 2 2.5 313 313 736 959 81.1 87.9
Pennsylvania______________  . 188 63 46,485 9,996 4.6 12.6 4.9 4.3 354 312 1,069 976 79.2 71.2
East North Central _____ 530 399 148,571 44,618 4.1 31.7 4.8 4.5 370 296 801 694 78.9 69.1
Ohio _ ____  . 139 70 40,860 8,763 5.0 25.9 4.8 4 1 353 294 723 726 82.0 72.0
Indiana .  . . 58 57 16,452 7,092 5.6 27.8 4.8 3.7 340 309 800 814 79.6 70.1
Illinois . . . . . .  . 145 98 44,904 10,502 1.4 34.2 5.0 4.8 382 324 754 743 77.7 65.2
Michigan_______ ___________ 133 82 32,787 7,508 6.2 43.9 4.4 4.4 387 309 1,021 808 78.8 70.7
Wisconsin___  _ . 55 92 13,568 10,753 4.2 28.2 5.1 5.5 381 252 660 456 72.5 68.8
West North Central 185 638 53,264 44,461 4.0 54.0 6.3 5.3 344 287 566 482 75.9 63.7
Minnesota 54 117 15,484 8,149 5.6 54.9 6.2 5.6 342 243 457 377 74.0 65.0
Iowa. .  .  . . .  ____________ 24 111 7,230 9,581 2.4 48.1 6.7 5.3 324 303 567 623 72.6 64.4
Missouri . . .  _______________ 68 88 19,243 7,386 4.0 49.9 6.3 4.2 348 319 629 474 77.9 66.7
North Dakota 3 49 711 3,552 - 40.3 8.7 6.3 338 268 213 243 79.9 66.7
South Dakota. _ 3 57 742 3,062 3.9 52 5 7.4 5.2 318 298 190 378 78.8 58.7
Nebraska .  _____ ____ 15 87 4,727 4,787 0.2 68.3 6.8 5.6 337 269 468 392 73.5 58.8
Kansas .  ____________ 18 129 5,127 7,944 5.1 61.9 5.2 6.0 365 296 828 630 80.0 62.2
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South Atlantic 418 429 101,248 46,794 5.9 31.0 4.5 4.0 369 305 683 705 74.7 71.1
Delaware _ __ __ __ _ 4 4 1,453 599 10.8 3.6 3.3 406 348 906 1,153 82.8 77.0
Maryland ............ .  . 38 13 11,379 2,200 1.9 17.2 3.2 3.5 393 331 916 1,049 82.4 79.3District of Columbia _____ _ 13 - 5,028 1.6 7.2 464 944 76.8
Virginia .  _________ _____ 53 50 13,305 6,830 4.2 23.2 4.0 3.9 336 304 634 699 77.7 73.6
West Virginia ___  __ . .  __ 20 53 4,607 5,940 5.5 38.8 7.0 5.1 312 295 618 948 79.4 71.6North Carolina 41 92 10,537 11,236 7.6 24.6 4.2 3.8 360 289 757 658 80.6 74.5
South Carolina _____ . __ 24 51 5,175 5,764 8.2 26.6 3.8 3.9 371 279 711 618 75.4 72.4
Georgia ___ _______  ____ 62 111 13,381 8,698 8.1 45.8 . 4.7 4.1 401 326 786 622 70.2 64.6
Florida . . .  _____ 163 55 36,383 5,527 6.5 35.7 5.2 4.0 357 330 509 546 69.8 65.1
East South Central ___ __ 163 347 37,802 29,781 7.6 43.6 5.5 4.4 334 286 563 460 76.5 69.8
Kentucky. _____  _____  . . 32 78 7,918 6,884 5.5 44.2 5.1 3.7 309 285 553 629 80.3 73.4
Tennessee______  _____ 63 91 15,576 7,551 6.1 44.4 6.2 4.4 340 278 570 451 76.4 68.9
Alabama_________ __ __ 56 75 11,690 6,177 10.0 45.8 5.2 4.4 332 290 516 374 76.6 65.8
Mississippi. ___  . . .  . . .  . . 12 103 2,618 9,169 12.8 41.0 5.1 5.0 396 292 802 389 65.1 70.6
West South Central. .  . . . 379 494 69,228 29,399 .12.4 62.4 4.8 4.3 368 311 611 469 71.8 60.8
Arkansas___ . . .  ________ . . . 17 78 4,014 6,061 10.0 48.2 6.1 4.2 347 300 507 392 74.1 65.5
Louisiana ____  ______  . . . 59 82 12,811 4,801 5.8 68.2 5.3 3.4 371 311 918 738 72.4 62.4
Oklahom a_____ ______ _ . . . 41 85 7,112 5,566 15.1 50.3 4.7 4.5 405 328 503 421 72.4 60.3
T e x a s____ ____________  _ . 262 249 45,291 12,971 14.1 72.0 4.7 4.6 364 308 549 424 71.4 58.2
Mountain ______  _. 97 276 22,975 15,607 5.6 60.5 4.0 3.8 405 337 966 811 74.0 59.6
Montana. . .  __________  . . . 4 56 985 2,908 _ 51.6 5.4 5.1 312 328 562 609 73.4 55.0
Idaho ______________  . . . 3 44 483 2,688 7.9 45.5 3.5 3.9 421 325 1,398 742 80.5 63.0
Wyoming _______. . .  . . .  . - 26 1,712 66.4 4.4 350 668 57.8
Colorado_____________  . .  . 29 54 8,139 2,942 2.6 66.2 4.4 4.0 404 348 938 855 72.9 63.8
New Mexico ________________ 7 32 1,531 2,323 4.6 59.8 3.9 3.0 491 345 1,214 780 73.5 60.7
Arizona . . .  ________ . . .  . . . 30 31 6,618 1,751 6.2 62.3 3.9 3.1 400 346 813 1,361 76.4 59.3
U ta h _____  _________ ___ 14 23 3,076 842 9.8 85.0 3.2 3.2 422 322 1,475 848 74.8 51.7
Nevada . . .  __________ _____ 10 10 2,143 441 12.0 100.0 4.4 3.8 376 292 701 631 69.1 59.2
Pacific________________ 555 209 93,619 13,761 14.4 59.7 3.8 3.5 425 366 940 1,039 66.4 59.9
Washington ______ _____ ____ 56 53 8,665 3,291 13.3 58.3 3.4 3.2 410 370 924 830 68.3 60.7
Oregon ____________  _____ 31 48 5,479 3,584 15.8 54.4 3.9 3.9 397 360 713 980 70.2 60.5
California _ ________________ 456 85 77,391 5,565 14.6 67.1 3.9 3.6 428 374 960 1,053 65.8 59.7
Alaska____  _______________ 2 13 317 526 26.8 76.4 1.9 2.5 555 389 756 1,166 64.3 55.9
Hawaii______________ ____ _ 10 10 1,767 795 3.5 27.0 2.5 4.7 449 305 938 2,035 72.7 58.5
1 Small hospitals are defined to be those hospitals having less than 100 beds.
2 Full-time equivalent employees. .
3 Percent of beds which are occupied.
NOTE: Community hospitals include all non-Federal short-stay hospitals classified by the American Hospital Association to one of the following services: 
General medical and surgical; obstetrics and gynecology; eye, ear, nose, and throat; rehabilitation; orthopedic; other specialty; children's general; children's eye, 
ear, nose, and throat; children's rehabilitation; children's orthopedic; and children's other specialty. Counties are grouped according to the April 1973 Office of 
Management and Budget metropolitan-nonmetropolitan designations. .
S O U R C E : D iv is io n  o f  H e a lth  M a n p o w e r  a n d  F ac ilities  S ta tis tics , N a tio n a l C e n te r fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  M a s te r  Fac ility  In v e n to ry .
368 T a b le  139. C o m m u n ity  ho sp ita ls , a c c o rd in g  to  se lec ted  c h arac te ris tic s , g e o g ra p h ic  re g io n , and  lo ca tio n  o f ho sp ita l: U n ite d  S ta tes , 19 76
(D a ta  a re  based  on re p o rt in g  by fa c ilities )
G e o g ra p h ic  re g io n  an d  lo ca tio n  
o f ho sp ita l
S e lec ted  ch arac te ris tic
N u m b e r
o f
h o sp ita ls




p e r 1 ,000  
re s id e n t  
p o p u la tio n
E m p lo y e e s ' 
per 100  
a v e ra g e  
d a ily  
p a tien ts
O u tp a tie n t  
v is its  per  
1 ,0 00  p a tien t 
days
O cc u p an c y
ra te 2
U n ite d  S ta tes  __ _ _ _ __ 6 ,0 5 4 9 7 3 ,9 2 0 4  5 35 8 76 9 7 3 .9
W ith in  S M S A  . .  ______  . . . 3 ,0 2 5 7 1 8 ,9 5 8 4  6 37 4 801 76 .3
Larg e  S M S A  . _ . _ _ ______ 1 ,605 3 9 9 ,5 9 3 4 6 391 8 6 5 7 6  8
C o re  co u n ties  . .  . . . . .  ___ 1,168 3 0 8 ,1 2 4 5 2 4 0 5 8 6 9 7 6  3
F rin q e  c o u n tie s  _ 43 7 9 1 ,4 6 9 3 3 3 4 5 85 2 7 8 .4
M e d iu m  S M S A  . . . 965 2 2 3 ,3 4 6 4 5 35 8 751 76 .2
O th e r  S M S A  ___ ____ . . . 4 5 3 95 ,7 0 2 5 1 33 9 64 7 7 4 .4
O u ts id e  S M S A  . . 3 ,0 2 9 2 5 4 ,9 6 2 4 .3 3 0 5 6 6 6 67 4
A d ja c e n t to  S M S A 1,300 1 2 0 ,1 3 4 4 0 30 5 72 4 68 .2
U rb a n ize d  ._  _ 40 7 5 7 ,4 7 5 4 2 31 6 8 0 9 71 .7
Less u rb a n ize d  _____  . . . 7 4 6 56,031 4  0 298 65 5 65 .3
T h in ly  p o p u la te d  . . .  _ . ______ 147 6 ,6 2 8 2 7 26 0 4 9 6 6 3  1
N o t a d ja c e n t to  S M S A 1 ,7 16 1 3 4 ,30 2 4  8 30 4 611 66 .7
U rb a n ize d  . . .  . 33 0 4 7 ,7 2 6 5 3 323 63 9 71 .4
Less u rb a n ize d  _ 987 70 ,881 4 .9 29 4 60 3 65 .0
T h in ly  p o p u la te d  . 3 9 9 15 ,695 3 .4 28 0 54 9 59 .5
N o rth e a s t ._ 93 5 2 2 2 ,7 9 2 4 5 36 6 95 0 8 1 .0
W ith in  S M S A  . . 698 192,251 4 .5 373 95 0 8 1 .8
L a rg e  S M S A  _______  _. _ 43 4 12 9 ,15 8 4  7 383 96 5 8 3 .0
C o re  co u n ties  . . .  . . 29 5 9 5 ,5 7 2 5 5 40 3 96 9 8 3 .0
F rin g e  co u n ties  . . .  ____ 139 3 3 ,5 8 6 3 4 32 9 953 8 2 .8
M e d iu m  S M S A  . . . .  ___ 223 5 4 ,7 8 4 4  1 351 8 9 9 7 9 .8
O th e r S M S A 41 8 ,3 0 9 4  4 357 1,057 7 8 .5
O u ts id e  S M S A  _______  ______  . . . 237 30 ,541 4 .3 3 1 5 944 7 5 .8
A d ja c e n t to  S M S A ____ . _ . . .  _ . . 144 2 0 ,8 6 3 4 .0 3 1 5 98 4 76 .7
U rb a n ize d  ._ 99 15 ,5 9 0 3 .9 31 0 93 5 7 6 .5
Less u rb a n ize d 42 5,141 4  5 32 7 1,137 7 7 .4
T h in ly  p o p u la te d  . _ 3 132 1 5 34 9 74 9 6 3 .4
N o t a d ja c e n t to  S M S A ____ _____ _ 93 9 ,6 7 8 5 1 31 5 8 5 6 7 3  9
U rb a n ize d 36 5 ,2 12 6.1 321 8 6 0 7 8 .0
Less u rb a n ize d 48 3 ,8 7 6 4 4 307 79 8 6 9 .5
T h in ly  p o p u la te d  _ . . .  . . . 9 59 0 3 .9 312 1,213 66 .2
N o rth  C en tra l 2 9 0 ,9 1 4










Thinly populated __ 















Thinly populated __ 
Not adjacent to SMSA
Urbanized _______
Less urbanized ___








2 0 1 ,8 3 5
11 7 ,1 1 3
8 6 ,7 8 6
3 0 ,3 2 7
5 1 ,1 8 9










8 9 ,0 7 9
4 0 ,2 2 0
1 9 ,1 1 8
18 ,9 2 4
2 ,1 7 8
4 8 ,8 5 9
13 ,522
2 8 ,2 6 9
7 ,0 6 8








7 3 ,2 8 3
5 2 ,9 3 0
2 0 ,3 5 3
90 ,6 1 2










1 0 5 ,9 7 4
48 ,951
16 ,603
2 8 ,7 3 0
3 ,6 1 8
57 ,0 2 3
21 ,321
2 9 ,8 0 6
5 ,8 9 6
See footnotes at end of table.
5.0 344 700 74.5
5.1 363 741 78.1
4.9 380 787 78.9
5.6 394 793 79.5
3.7 340 771 77.0
5.0 346 695 77.7
6.0 328 643 75.9
4.9 291 592 66.4
4.4 295 700 67.6
4.9 312 809 71.5
4.1 286 622 63.6
3.5 207 331 68.4
5.4 289 501 65.4
6.0 321 502 71.0
5.6 281 515 64.4
4.0 250 437 58.5
4.6 343 618 72.0
4.8 362 637 74.1
4.5 387 704 73.4
5.3 392 678 72.1
3.3 374 770 77.0
4.9 354 628 75.0
5.1 340 546 73.2
4.2 301 576 67.9
3.8 299 567 66.3
4.4 307 615 70.1
3.9 296 538 64.8
2.3 291 566 61.5
4.5 302 582 69.2
5.4 313 605 73.2
4.6 295 573 67.4
2.8 293 539 63.3
370 T a b le  139 . C o m m u n ity  ho sp ita ls , a c c o rd in g  to  se lec ted  ch a ra c te ris tic s , g e o g ra p h ic  re g io n , and  lo ca tio n  o f h o s p ita l: U n ite d  S ta te s , 1976— C o n tin u e d
(D a ta  a re  b ased  on  re p o rt in g  by fac ilities )
S e le c te d  ch aracte ris tic
G e o g ra p h ic  re g io n  and  lo ca tio n  
o f ho sp ita l N u m b e rof
h o sp ita ls
N u m b e r
o f
beds
B eds  
per 1 ,0 00  
res id e n t 
p o p u la tio n
E m p lo y e e s 1 
p e r 100  
a v e ra g e  
d a ily  
p a tien ts
O u tp a tie n t  
v is its  per  
1 ,0 00  p a tie n t 
d a ys
O cc u p an c y
ra te 2
W e s t _ _ _ _ _ 1 ,137 14 5 ,9 6 2 3 .8 4 0 8 941 66 .3
W ith in  S M S A ____________________________ 652 11 6 ,59 4 3 .8 421 9 4 6 6 7 .9
Larg e  S M S A  __ 4 2 9 8 0 ,0 3 9 4 .0 4 2 9 962 66 .8
C o re  c o u n t ie s _________  _ _ _ ___ 38 5 7 2 ,8 3 6 4 .3 4 3 6 96 5 66 .7
F rin g e  c o u n tie s  . . . . . 4 4 7 ,2 0 3 2.3 3 6 4 932 68.1
M e d iu m  S M S A  ___ . . .  . . .  . . 154 26 ,761 3 .5 4 1 9 9 7 0 69 .8
O th e r S M S A  _________________________ 67 9 ,4 77 3 .5 3 5 9 7 5 5 7 1 .6
O u ts id e  S M S A  . . .  ................... ......... 4 8 5 2 9 ,3 6 8 3 7 351 9 1 8 59 .8
A d ja c e n t to  S M S A  _______  . . .  . . . 151 10 ,100 3 1 35 8 98 3 62 .0
U rb a n ize d  ______ ____ _______ . . . 70 6 ,1 6 4 3 0 377 1 ,0 05 6 3 .9
Less u rb a n ize d  ____ . . .  ________ 60 3 ,2 3 6 3 .3 34 0 1 ,002 60.1
T h in ly  p o p u la te d  __________________ 21 7 0 0 4  0 25 9 667 5 4  7
N o t a d ja c e n t to  S M S A  . . .  _____ . .. 321 18 ,742 4.1 3 4 5 8 7 4 58 .7
U rb a n iz e d  . . .  .  _ . . .  . . . .  ____ 81 7,671 4.1 361 8 3 9 6 2 .8
Less u rb a n ize d  _____ _ . .  . . . 162 8 ,9 3 0 4 .3 332 93 0 57.1
T h in ly  p o p u la te d  _ _ _ ________ 78 2,141 3 .5 3 3 8 7 7 0 50.1
' F u ll-t im e  e q u iv a le n t e m p lo y e e s .
2 P ercen t o f b eds  w h ic h  a re  oc cu p ied
N O T E S : C o m m u n ity  h o sp ita ls  in c lu d e  all n o n -F e d e ra l s h o rt-s ta y  h o sp ita ls  c la ss ified  b y  th e  A m e ric a n  H o s p ita l A sso c ia tio n  to  o n e  o f th e  fo llo w in g  serv ices: 
G e n e ra l m e d ic a l an d  su rg ica l; o b s te trics  and  g y n e c o lo g y ; ey e , ea r, no se , an d  th ro a t; re h a b ilita tio n ; o r th o p e d ic ; o th e r  sp e c ia lty ; c h ild re n 's  g e n e ra l; c h ild re n 's  eye, 
e a r, no se , an d  th ro a t; ch ild ren 's  re h a b ilita tio n ; c h ild re n 's  o r th o p e d ic ; and  c h ild re n 's  o th e r  s p ec ia lty . C o u n ties  a re  g ro u p e d  a c c o rd in g  to  th e  A p ril 19 73  O ffice  o f 
M a n a g e m e n t a n d  B u d g e t m e tro p o lita n -n o n m e tro p o lita n  d e s ig n a tio n s . A las ka  is e x c lu d e d  fro m  th e  lo ca tio n  c a te g o rie s . H o w e v e r , th e  A las ka  s ta te  to ta l is in c lu d ed  
in th e  W e s t to ta l, th e  U n ite d  S ta te s  to ta l, an d  in th e  " W ith in  S M S A "  a n d  th e  " O u ts id e  S M S A "  ca teg o ries .
S O U R C E : D iv is io n  o f H e a lth  M a n p o w e r  a n d  F ac ilities  S ta tis tic s , N a tio n a l C e n te r  fo r  H ea lth  S tatis tics: D a ta  fro m  th e  M a s te r  F a c ility  In ven to ry .
T a b le  14 0 . L o n g -s ta y  h o s p ita ls  a n d  b e d s , a c c o rd in g  to  ty p e  o f s e rv ic e  a n d  o w n e rs h ip  o f  h o s p ita l:  U n ite d  S ta te s ,
1971 a n d  1 9 7 6
{Data are based on reporting by facilities)














1971 Number of hospitals
All ownerships _ ___  ______ 821 54 427 99 57 82 102
Government _ ____ _ ___ ____ 567 43 325 92 11 52 44
Federal .  .  . . .  _____ _ . . 60 25 31 4
State-local 507 18 294 92 11 52 40
Proprietary __________ ____ ______ 66 4 46 1 2 8 5
Nonprofit . . .  _____  _ 188 7 56 6 44 22 53
Church __ _ _ _ _ _  __ _ _ _ _ _  . . . 32 1 11 1 5 6 8
Other __  _ ___ _ ______ _______ _ 156 6 45 5 39 16 45
1976
All ownerships _____ ____ ______ _ 614 35 356 19 52 63 89
Government _ _ _ _ _ _ ___ 399 29 260 18 15 40 37
Federal _ _  . . .  _ _ _  ____ 48 21 25 __ _ _ 2
State-local 351 8 235 18 15 40 35
Proprietary 71 2 52 5 4 8
Nonprofit 144 4 44 1 32 19 44
Church 18 1 5 4 4 4
Other 126 3 39 1 28 15 40
1971 Number of beds
• All ownerships _ _ _______________ 507,719 26,092 409,736 17,806 6,817 23,717 23,551
Government __________ _ ____ 479,277 24,224 399,012 17,265 3,249 19,630 15,897
Federal___  _ _______________ _ 54,284 16,959 35,076 — — — 2,249
State-local ________  _________________ 424,993 7,265 363,936 17,265 3,249 19,630 13,648
Proprietary___  _ _________ 6,226 392 ' 4,508 52 316 787 171
Nonprofit __ _ _ _______________ 22,216 1,476 6,216 489 3,252 3,300 7,483
Church _ _______________  _ ______ 3,288 40 1,192 65 362 759 870
Other___  _ _______________ 18,928 1,436 5,024 424 2,890 2,541 6,613
1976
All ownerships _ _ _ _ _ _ _  _ 302,072 18,237 230,694 3,401 7,183 19,933 22,624
Government ____ _ _ .  __  _ 276,593 17,604 220,754 3,302 3,722 16,460 14,751
Federal ____  _____ ____ _______ 41,684 15,787 24,768 - - - 1,129
State-local ___  _____ _ ____ 234,909 1,817 195,986 3,302 3,722 16,460 13,622
Proprietary __ _ _ ______ 6,567 220 4,841 - 626 338 542
Nonprofit _ __ _ _ ___  _ 18,912 413 5,099 99 2,835 3,135 7,331
Church _ _ _ _ _ _ _ _ _ 1,974 75 371 - 464 261 803
O ther.. _ _ _ _. ____ ____ _ 16,938 338 4,728 99 2,371 2,874 6,528
SOURCE: Division of Health Manpower and Facilities Statistics, National Center for Health Statistics: Data from the 
Master Facility Inventory.
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T a b le  141 . M e n ta l h e a lth  fa c ilit ie s , a c c o rd in g  to  s e rv ice  m o d e  an d  ty p e  o f  fa c ility : U n ite d  S ta tes , J a n u a ry  1976
(D a ta  a re  b a s e d  on  re p o rt in g  b y  fa c ilit ie s )
T y p e  o f  fa c ility
N u m b e r
o f
m e n ta l
h e a lth
fa c ilit ie s
S e rv ic e  m o d e
In p a t ie n t O u tp a tie n t D ay
tre a tm e n t
N u m b e r  o f fa c ilit ie s
A ll fa c ilit ie s  .. _ 3 ,4 9 5 2 ,2 8 9 2 ,3 2 9 1,458
N o n -F e d e ra l p s y c h ia tr ic  h o s p ita ls  ___________  - - 48 7 48 7 207 195
S ta te  an d  c o u n ty  h o s p ita ls  ___________  . 30 4 3 0 4 147 118
P riv a te  h o s p ita ls  _________ - - - 183 183 60 77
V e te ra n s  A d m in is tra tio n  p s y c h ia tr ic  se rv ices  __ 126 113 113 6 9
N e u ro p s y c h ia tr ic  h o s p ita ls . .  _ ___ 24 2 4 22 10
G e n e ra l h o s p ita l p s y c h ia tr ic  u n its  . . .  . . . _____ 102 89 91 59
N o n -F e d e ra l g e n e ra l h o s p ita l p s y c h ia tr ic  u n its  ______ 8 7 0 791 30 3 176
G o v e rn m e n t ho sp ita l p s y c h ia tr ic  u n its 171 157 8 0 37
P riv a te  ho sp ita l p s y c h ia tr ic  un its 6 9 9 634 22 3 139
R e s id e n tia l tre a tm e n t c e n te r  fo r  e m o t io n a lly  d is tu rb e d  c h ild re n ____ 331 331 57 106
F e d e ra lly -fu n d e d  c o m m u n ity  m e n ta l h e a lth  c e n te rs __________  .  . 52 8 528 52 8 528
F re e s ta n d in g  o u tp a tie n t c lin ics  ______________________  _____ 1 ,0 76 - 1 ,0 76 3 1 4
G o v e r n m e n t . .  . .  _ ______ . . . . 4 2 9 — 4 2 9 111
64 7 _ 64 7 203
O th e r  m e n ta l h e a lth  fa c il i t ie s ____  _____  _____ 77 39 4 5 7 0
S O U R C E - N a tio n a l In s titu te  o f M e n ta l H e a lth - U n p u b lis h e d  d a ta  fro m  th e  D iv is io n  o f B io m e try  an d  E p id e m io lo g y .
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T a b le  142 . N u rs in g  h o m e s  a n d  b e d s , a c c o rd in g  to  ty p e  o f  c a re  p ro v id e d  a n d  o w n e rs h ip  o f  h o m e : U n ite d  S ta te s , 1971 a n d
1 9 7 6
(Data are based on reporting by facilities)
1971 19762















All ownerships_________ 22,004 12,871 9.133 20,185 13,312 6,873
Government __ _ _________ 1,368 872 496 1,369 1,058 311
Federal __________  _ ________ 67 18 49 85 62 23
State-local_____ . . .  __________ 1,301 854 447 1,284 996 288
Proprietary ___________ 17,049 9,963 7,086 15,153 9,657 5,496
Nonprofit ______  ________ 3,587 2,036 1,551 3,663 2,597 1,066
Church ___ ________ ___________ 912 500 412 986 716 270
Other ___ ________________
Beds in nursing homes
2,675 1,536 1,139 2,677 1,881 796
All ownerships. _ _______ 1,201,598 917,707 283,891 1,406,778 1,173,519 233,259
Government___  . .  . . . 122,972 91,708 31,264 154,684 131,057 23,627
Federal _________ _ . . . . . . 5,764 1,557 4,207 6,385 5,639 746
State-local__________ . . . . 117,208 90,151 27,057 148,299 125,418 22,881
Proprietary . . .  ._ . . .  .  _. 803,696 663,031 140,665 952,795 807,856 144,939
Nonprofit _____  _ 274,930 162,968 111,962 299,299 234,606 64,693
Church _____ . . . .  .  _____ 81,336 43,655 37,681 91,400 69,053 . 22,347
Other _ ______  _ _______ 193,594 119,313 74,281 207,899 165,553 42,346
1 Includes personal care homes with nursing, personal care homes without nursing, and domiciliary care homes.
2 Provisional data. The change from Federal to State data collection in 16 States may have introduced changes in data 
collection procedures, coverage, definitions, and concepts between 1973 and 1976.
SOURCES: National Center for Health Statistics: Health Resources Statistics, Health Manpower and Health Facilities, 
1974. DHEW Pub. No. (HRA) 75-1509. Health Resources Administration. Washington. U.S. Government Printing Office, 1974; 
Health Resources Statistics, Health Manpower and Health Facilities, 1976-77. Public Health Service, DHEW, Hyattsville, Md. To 
be published.
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374 T a b le  143. Beds in n u rs in g  h o m e s  an d  beds per 1 ,0 0 0  res id en t p o p u la tio n  6 5  y e a rs  o f ag e  an d  o v er, ac co rd in g  to  ty p e  o f h o m e , g e o g ra p h ic  d iv is io n , and  S tate:U n ite d  S ta tes , 1976
(D a ta  a re  based  on re p o rtin g  by fa c ilities )
G e o g ra p h ic  d iv is io n  a n d  S ta te
P o p u la tio n  
6 5  ye ars  
an d  o v e r in 
th o u s a n d s
N u m b e r  
o f beds
T y p e  o f h o m e
T o ta l N u rs in g  care Personal care  
and o th e r1
Beds per 1,000 resident popu lation
U n ite d  S ta tes  _ ___ _ 2 2 ,9 3 4 1 ,4 0 6 ,7 7 8 61 .3 51 .2 10.2
N e w  E n g land 1,400 10 2 ,647 73 .3 56 .9 16.4
M a in e  _ _ _ _ 128 8 ,6 4 4 67 5 50  5 17 0
N e w  H a m p s h ire  __ __ _____ _ ____ 91 6 ,2 56 68  7 62 .3 6 5
V e r m o n t2 53 5 ,1 30 96 .8 55  9 4 0 .9
M a s s a c h u s e tts 2 __ __ __________ 682 5 0 ,9 4 0 7 4  7 57 0 17.7
R hode Is la n d 2 _ _ _ . _ 116 7 ,3 3 0 63.2 50 9 12.3
C o n n ec ticu t ___ _ _ . ______  ____ 330 2 4 ,3 4 7 73 .9 60 .0 13.9
M id d le  A tla n tic 4 ,2 5 9 2 0 1 ,1 4 4 47  2 38 .3 8 .9
N e w  Y ork 2 ,0 68 102,591 49 .6 37 .0 12.6
N e w  Je rse y 787 3 4 ,4 6 3 43 .8 36 .7 7 1
P e n n s y lv a n ia 2 1,404 6 4 ,0 9 0 4 5 .6 41 .3 4 .4
East N o rth  C en tra l ___ 4 ,1 5 7 3 0 6 ,8 5 8 73  8 62 .8 11.0
O h io _____  ___ _ _ 1 ,089 6 4 ,0 9 6 58 9 53 .0 5.8
In d ian a  . .  _ 540 3 5 ,9 3 5 66  5 58 2 8.3
Illin o is  _ ............... 1,171 8 7 ,8 0 5 75 .0 63 .0 12.0
M ic h ig a n 2 .................. 834 6 6 ,4 1 6 7 9  6 60 .9 18.7
W is c o n s in 2 523 5 2 ,6 0 6 100 6 90.3 10.3
W e s t N o rth  C en tra l 2 ,0 66 169 ,637 82  1 69 .6 12 .5
M in n e s o ta 2 __ 4 4 5 4 3 ,0 3 6 96.7 81 .9 14.8
Io w a 367 3 2 ,8 5 6 89 .5 71 .8 17.7
M is s o u ri2 608 3 3 ,6 2 8 55 3 46 .7 8.7
N o rth  D ako ta 75 6 ,7 53 90  0 7 0  1 19.9
S o u th  D a k o ta _______ 86 7 ,8 4 0 91 .2 72 .5 18.6
N e b ra s k a 2 __ .................. 196 2 3 ,0 2 2 117.5 108.8 8 .7
K ansas 289 2 2 ,5 0 2 77 .9 68 .4 9.5
S o u th  A tla n tic  . . .  . . . 3 ,7 07 1 53 ,602 41 .4 33 .6 7 9
D e la w a re  _ _ 51 2 ,2 2 8 43 .7 37 .2 6 .5
M a ry la n d  ........................  . . .  . . 3 5 0 18 ,8 7 4 53 .9 47 .3 6.7
D istric t o f  C o lu m b ia ______ __ 72 2 ,8 72 39 .9 3 1 .4 8 .5
375
Virginia1 2 _____________  ____________ 441 28,479 64.6 44.9 19.7
West Virginia...______________________ 214 5,575 26.1 20.5 5.5
North Carolina2________  _ . . .  . . . 513 24,432 47.6 25.7 21.9
South Carolina __ . 240 8,642 36.0 33.9 - 2.1
Georgia ________ _____  . .  . . . 443 29,641 66.9 65.9 1.0
Florida . _ 1,383 32,859 23.8 21.0 2.7
East South Central _____ ___ 1,473 68,837 46.7 39.4 7.3
Kentucky____________________________ 373 20,543 55.1 36.8 18.3
Tennessee2 ________________________ 453 20,074 44.3 40.6 3.7
Alabama______________  . 388 19,281 49.7 45.0 4.7
Mississippi__________ 259 8,939 34.5 32.8 1.8
West South Central _ . 2,164 165,313 76.4 69.1 7.3
Arkansas _ , 277 18,722 67.6 63.7 3.9
Louisiana . __ 355 19,070 53.7 51.1 2.6
Oklahoma ____ . .  _ _ _ 339 26,103 77.0 73.5 3.5
Texas2 . . . . . . . .  . . _ 1,193 101,418 85.0 74.5 10.5
Mountain _ _ ___ 880 49,720 56.5 50.0 6.5
M ontana.. . . .  . . .. 77 5,299 68.8 61.0 7.8
Idaho2 _____________________________ 81 4,823 59.5 49.1 10.4
Wyoming _ 34 1,791 52.7 45.5 7.2
Colorado2 _ . 218 22,708 104.2 94.1 10.1
New Mexico . .......... ............................ 94 3,042 32.4 25.9 6.4
Arizona2 ________  _ _ 235 5,914 25.2 23.2 2.0
Utah_______________________________ 94 4,569 48.6 42.5 6.1
Nevada . . . .  ___  . _ 47 1,574 33.5 29.1 4.4
Pacific______ . ____ 2,830 188,993 66.8 52.9 13.9
Washington _ _ . 374 30,079 80.4 70.7 9.7
Oregon 266 15,906 59.8 48.2 11.6
California _ _ ______________  _ . . . 2,121 139,054 65.6 50.5 15.0
Alaska _____________________________ 9 782 86.9 76.7 10.2
Hawaii_____________________________ 60 3,172 52.9 42.1 10.8
1 Includes personal care homes with nursing, personal care homes without nursing, and domiciliary care homes.
2 The change from Federal to State Data collection in these States may have introduced changes in data collection procedures, coverage, definitions, and 
concepts between 1973 and 1976.
NOTE: Date are provisional.
SOURCE: National Center for Health Statistics: Health Resources Statistics, Health Manpower and Health Facilities, 1976-77. Public Health Service, DHEW, 
Hyattsville, Md. To be published.
T a b le  144 In p a t ie n t h e a lth  fa c ilit ie s  o th e r  th a n  h o s p ita ls  a n d  n u rs in g  h o m e s , a c c o rd in g  to  se le c te d  c h arac te ris tic s  an d  ty p e
o f fa c ility : U n ite d  S ta tes , 19 76
(D a ta  a re  b a sed  on  re p o rtin g  b y  fa c ilit ie s )
T y p e  o f  fa c ility
S e le c te d  c h a ra c te ris tic
N u m b e r
o f
fa c ilit ie s
N u m b e r
o f
beds
N u m b e r  o f 
in p a tie n t  
da ys  o f 
care
N u m b e r
o f
res id en ts
O c c u p an c y
r a te 1
F T E 2
e m p lo y e e s  
per 100  
beds
A ll fa c ilit ie s  . . _____ 6 ,2 8 0 3 7 5 ,8 0 5 1 1 9 ,3 2 3 ,6 8 6 3 2 6 ,02 1 8 6 .8 73 .9
M e n ta lly  re ta rd e d  _ . _ _ ______ 1 ,8 75 1 8 2 ,4 5 4 5 9 ,8 3 9 ,9 0 2 1 6 3 ,49 7 8 9  6 81 8
E m o tio n a lly  d is tu rb e d  __ _____ 1,543 6 2 ,6 8 7 1 9 ,5 5 0 ,6 2 2 5 3 ,4 1 7 85 .2 87 .3
D e p e n d e n t c h ild re n  _ _ . 8 6 7 4 0 ,1 3 3 1 2 ,0 0 2 ,6 0 4 3 2 ,7 9 4 81 7 4 7 .4
D ru g  a b u s e rs  o r a lc o h o lic s  ._ . 88 3 2 8 ,1 5 6 8 ,2 0 8 ,2 8 2 2 2 ,4 2 7 7 9  7 41 .3
D e a f a n d /o r  b lin d  . . . .  . . . . 125 19,041 6 ,2 7 2 ,5 0 8 17 ,1 3 8 9 0  0 57 .3
U n w e d  m o th e rs  _ . _____  . . . 105 3 ,0 5 5 7 7 9 ,9 4 6 2 ,131 6 9 .8 4 7 .5
P h y s ic a lly  h a n d ic a p p e d  _____. . ___ 87 4 ,5 9 9 1 ,3 4 3 ,2 2 0 3 ,6 7 0 79 .8 126 .6
M u ltip u rp o s e  __ 508 2 3 ,8 6 0 7 ,5 3 7 ,4 0 4 2 0 ,5 9 4 86 .3 66 .7
A ll o th e rs  _ _ _________ _____  . 28 7 11 ,8 2 0 3 ,7 8 9 ,1 9 8 10 ,3 5 3 8 7 .6 76 .8
1 P ercen t o f  beds  w h ic h  a re  o c c u p ie d
2 F u ll-t im e  e q u iv a le n t e m p lo y e e s
S O U R C E : D iv is io n  o f H e a lth  M a n p o w e r  a n d  Fac ilities  S ta tis tic s , N a tio n a l C e n te r fo r  H e a lth  S ta tis tics : D a ta  fro m  th e  
M a s te r  Fac ility  In v e n to ry .
T a b le  145. B eds per 1 ,0 0 0  p o p u la tio n  in all h o s p ita ls  a n d  g e n e ra l h o s p ita ls : S e le c te d  c o u n trie s , 19 7 0  a n d  m o s t recen t d a ta  y e a r
a v a ila b le
(D a ta  a re  b a sed  on  re p o rtin g  by g o v e rn m e n t a d m in is tra tio n s )
C o u n try
1970 M o s t recen t d a ta  y e a r
A ll
h o sp ita ls
G en era l
h o sp ita ls
Y e a r
A ll
h o sp ita ls
G en era l
ho sp ita ls
B eds p e r 1 ,000 B eds per 1 ,000
p o p u la tio n p o p u la tio n
C a n a d a  _ _______  ________  ____ . . . 9 .8 5.7 1975 9.2 5.7
U n ite d  S ta tes  __ . _ __ . _ 7 .9 4 .7 1976 6 .7 4 .9
M e x ic o  __ . _______  . . .  ____ _____ 1.1 0 .5 19 74 1.2 0.8
S w e d e n  _ ___ . 15 0 7 .4 19 75 15.1 7 2
E n g la n d  an d  W a le s  . . .  . . .  ____ _ _ _ 9 .2 — 1974 8 .6 —
N e th e r la n d s  _ . .  . . .  . . .  . . . . . 9. 0 5. 5 1976 — 4 .8
G e rm a n  D e m o c ra t ic  R e p u b lic  .  .  . . 11.1 . . . 19 76 10 .7 8 .5
G e rm a n  F e d era l R e p u b lic  ..................................... 11 1 6 .5 19 75 11 .8 7 .0
F ra n c e . .  . . . .  . . .  . . . . . . 19 74 . . . 8.1
S w itz e r la n d  .  ...........................  _ 11.2 6.1 19 76 '  11 .4 5 .8
Ita ly  . .  .................... .  . 10 .6 6 .6 1974 10 .5 7 .4
Israe l ............................................  _ . . 5 .9 3 .4 19 76 5.7 3 4
J a p a n  .  _ . . .  . . .  . . . . 10.2 5 .8 19 75 10 .4 6 .4
A u s tra lia  . . . . . .  . . 12 .0 . . . 1977 . . . 6.7
N O T E : C o u n tr ie s  a re  g ro u p e d  b y  c o n tin e n t. D e fin it io n s  an d  in c lu s io n s  o f h o s p ita l b eds  m a y  d iffe r  in v a rio u s  co u n tries .
S O U R C E S : W o r ld  H e a lth  O rg a n iz a t io n : World Health Statistics Annual, 1970 and 1977, V o l. III. G e n e v a . W o r ld  H ea lth  
O rg a n iz a tio n , 19 7 4  a n d  1 9 77 ; W o r ld  H e a lth  O rg a n iz a t io n : U n p u b lis h e d  d a ta ; B u reau  o f  S ta tis tic s , O ffic e  o f  th e  P rim e  M in is te r:  
Japan Statistical Yearbook 1975and 1977 2 5 th  a n d  27 th  ed . T o k y o . P rin tin g  B u re a u , M in is try  o f  F in an ce , 19 75  a n d  1977.
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SECTION IV
Health Care Costs and Financing3
A. National Health Expenditures
During the fiscal year ending in September
1977.* 1 the total amount spent for health in 
the United States rose by 12 percent to 
$162.6 billion, or an average of $736.92 per 
person. The 1977 increase, although large in 
comparison to the average annual increase of
10.1 percent since 1950, was significantly 
lower than increases during the 2 previous 
years. In 1977, spending on health amounted 
to 8.8 percent o f the gross national product, 
compared with 8.7 percent in fiscal year 
1976. Outlays by Federal, State, and local 
governments accounted for 42.1 percent o f  
the total, compared with 42.4 percent during 
the year ending in September 1976 and 42.7 
percent during the year ending in September
a P repared  by Jam es C. D augherty an d  L inda A. 
S iegen thaler, D ivision o f  E x tram u ra l R esearch , N a­
tional C enter fo r H ealth  Services Research.
1 A m ong th e  several m ajor changes in the F ed­
era l b u d g e t p rocess m a n d a te d  by th e  C ongressional 
B udget Act o f  1974 (Public Law 93-344) was a change 
in  th e  F edera l fiscal year from  the  12-m onth  p erio d  
e n d in g  J u n e  30 to  th e  12-m onth  p erio d  e n d in g  S ep ­
te m b e r  30. T h is  c h a n g e  was m a d e  fu lly  e ffec tiv e  
beginning with fiscal year 1977. H ence, data  are shown 
fo r  th e  “o ffic ia l” fiscal y ea r  1977— O c to b e r  1976 
th ro u g h  S eptem ber 1977—an d  fo r the 2 previous years 
end ing  in Septem ber fo r com parison purposes.
N O TE: National health  expend itu res data, in­
cluding public and  personal health  care expend itu res 
found  in subsections A, B, an d  C, are com piled by the 
Office o f  Policy, P lanning, and  Research, Financial an d  
Actuarial Analyses, H ealth  Care F inancing A dm inistra­
tion.
1975. This small reduction in the public 
share o f total spending may reflect a stabili­
zation of the long-term trend o f increases 
from the figure o f 24.5 percent .recorded in 
1965, the last year before implementation of 
the Medicare and Medicaid programs. By 
type of expenditure, the largest portion of 
outlays for health in 1977 was devoted to 
hospital services (40 percent), followed by 
physicians’ services (20 percent), and nursing 
home care (8 percent).
The proportion of gross national product 
(GNP) devoted to health care in the United 
States ranks the Nation among the biggest 
spenders on health care in the world. The 
Organization for Economic Cooperation and 
Development (OECD) has prepared the most 
recent estimates o f spending on health care 
for a number o f industrialized countries; 
these apply mainly to the years 1974 and 
1975. According to these estim ates, the 
United States spent 7.4 percent o f its re­
sources on health, a larger proportion than 
the other nations for which data were com­
piled, followed closely by Sweden and the 
Netherlands at 7.3 percent each and France 
and Canada at 6.9 and 6.8 percent, respec­
tively.
According to Social Security Administra­
tion estimates for 1969, Canada spent the 
highest proportion of its gross national prod­
uct for health care (7.3 percent), followed by 
the United States (6.8 percent), and Sweden 
(6.7 percent). Estimates prepared by the
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W orld H ealth Organization (WHO) for years 
in the early 1960’s show a similar ranking by 
th e  p e rc e n t o f  gross na tio n a l p ro d u c t fo r 
health expenditures.2
Between 1929, the first year for which data 
are  available, and  1977, the gross national 
p ro d u c t fo r th e  U nited  States rose from  
$101.3 billion to $1.8 trillion, an average 
annual increase o f 6.2 percent. D uring the 
same period, however, national health ex­
penditures increased at an average rate of 
8.3 percent per year, from  $3.6 billion to 
$163 billion. Consequently, expenditures for 
health  increased  from  3.5 percen t o f the 
gross national product to nearly 9 percent. 
Per capita spending for health care, which 
was barely $29 in 1929, reached  $737 in 
1977, an average increase of 7 percent per 
year. Only about 16 percent o f this long-term 
rise in health-related outlays was because of 
p o p u la tio n  increase. T h e  re m a in d e r  was 
mostly the result o f price increases with some 
rise in per capita utilization.
T he  im pact o f in flation  on health  care 
expenditures, especially the sharply acceler­
ated trend  in health care prices during  the 
past 11 years, is dramatically illustrated when 
expenditures data are deflated by the Con­
su m er Price In d e x  (C PI; reb ased  to 
1950=100. T he result is a rough estimate of 
what the change in expenditures since 1950 
would have been had there been no price 
increase. Four categories of national health 
exp en d itu res  (i.e., to tal, hospital services, 
physicians’ services, and  dentists ' services; 
have been deflated by four categories o f the 
CPI (i.e., total medical care, semiprivate hos­
pital room  rates, physicians’ fees, and den­
tists’ fees;. These deflated estimates represent 
the “real increases” in services.
Between 1950 and  1977, total expenditures 
for health rose at an average annual rate o f
10.1 percent with larger increases occurring
2 W orld H ealth O rganization and Social Security 
A dm inistration estimates are based upon gross national 
product (GNPj, a m easure o f the total value of goods 
and services produced  by a nation's economy in a given 
year. O rganization for Economic C ooperation and De­
velopm ent estim ates are based on gross domestic p ro d ­
uct (GDP), which is the value o f  all goods and services, 
exclud ing  im ports, exports, and  o th e r in ternational 
transactions.
toward the end o f the period. After adjust­
m ent fo r in flation , how ever, increases in 
expenditures averaged only 4.9 percent per 
year d u ring  tha t period. This m eans tha t 
more than half o f the increase in expendi­
tures since 1950 can be attributed to price 
change. Hospital expenditures, the most rap ­
idly growing com ponent o f health care costs, 
rose at an average annual rate of 11 percent 
between 1950 and 1977. However, using the 
semiprivate room rate as a deflator to adjust 
for the  effects o f inflation, the annual in­
crease in hospital expenditures was only 2.2 
percent, or 19 percent of the total increase.
Expenditures for the services o f physicians 
and dentists have increased at an annual rate 
of about 9.5 percent since 1950. Since adjust­
m ent for price changes reduces the increase 
in spending for these services to about 4.5 to 
5 percent per year, only about half o f the 
expenditure increase for physicians and den­
tists resulted from  an increase in the am ount 
o f service. A lthough these calculations are 
only rough approxim ations, they illustrate 
how higher prices have affected the level of 
expenditures for health care.
T he money spent on health care comes 
from both public and private sources. Bene­
fits paid by private health insurance carriers 
(i.e., Blue Cross, Blue Shield, and commercial 
insurance companies) account for the largest 
private outlays for health care, followed by 
out-of-pocket expend itu res paid directly to 
providers, and small am ounts provided by 
industry  and  ph ilan th rop ic  organizations. 
Public program s include: Medicare and Med­
icaid, which pay for services provided to the 
aged , d isab led , and  the  p o o r and  which 
together account for slightly over one-half of 
public outlays for health care; program s that 
provide services directly to specified groups 
of beneficiaries, such as veterans, members 
of the arm ed services and  their dependents, 
and m igrant workers; and w orkm en’s com­
pensation benefits tha t are required  by State 
laws but underw ritten by private insurance 
carriers.
Prior to the enactm ent o f Medicare and 
Medicaid in 1965, the public share o f health 
care expenditures stood at about 25 percent. 
Since tha t tim e, public expend itu res have
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risen by nearly 18 percen t per year, com ­
pared  with an average increase o f  10 percent 
per year fo r private spending. Only during  
th e  last 2 years has th e  pub lic  sh a re  o f  
e x p en d itu re s  a p p a re n tly  stab ilized . Since 
1965, public ex p en d itu res  have increased  
from  $48.48 per person to $310.13, while 
per capita private outlays have risen from  
$149.27 to $426.78.
Expenditures for hospital care have trad i­
tionally accounted fo r the largest share o f  the 
health care dollar, and this share continues 
to  grow . By 1977, ou tlays fo r h o sp ita ls  
reached 40 percent o f the total, com pared 
with 31 percent in 1950. Between 1950 and 
1977, expenditures for all health  care rose by 
an average 10.1 percent per year. Hospitals 
and  n u rs in g  hom e outlays increased  a t a 
g reater than average rate as did expenses for 
the adm inistration o f health insurance plans. 
However, expenditures for physicians, d en ­
tists, and  o ther providers increased at a below 
average rate. Consequently, institutional serv­
ices—hospitals and  nursing  hom es—have in­
' creasingly taken a larger share o f the health 
care m arket at the  expense o f o ther types o f 
services, a tren d  tha t recent legislation and 
policy have been attem pting to reverse.
T h ird -party  paym ents (i.e., all paym ents 
for health care tha t are  no t paid directly by 
the consum er) are  growing in im portance as 
a source o f paym ent for personal health  care. 
In  the private sector, the majority o f  th ird- 
party paym ents are m ade by private health 
insurance carriers, supplem ented  to a small 
extent by industrial and  philanthropic activi­
ties.
T he  majority o f th ird-party  paym ents by 
governm ent sources are for Medicare, Medi­
caid, an d  p ro g ram s th a t p rov ide  services 
directly to specified population groups. In 
1977, th ird -p a rty  paym ents accoun ted  for 
nearly 70 percent o f the total financing o f 
personal health care.
Private health  insurance continues to be a 
major source o f funds fo r families no t eligible 
for coverage u n d e r  governm ent-sponsored 
program s. T h e  share o f  personal health  care 
expenditures provided by private, health  in­
surance, which was tem porarily reduced  after 
the passage o f M edicare and Medicaid, has 
also increased in recent years. In  1976, bene­
fits paid by private health  insurance com pa­
nies acco u n ted  fo r  a lm ost 28 p e rc e n t o f  
personal health  care expenditures.
T he governm ent share o f  total expendi­
tures for personal health  care began to in ­
crease greatly in the m id-1960’s, reaching 40 
percent in 1977. This increase was accom­
panied by a decline in the relative im portance 
o f  direct paym ents by consum ers, particularly 
by the elderly and lower-income populations 
who were th e  m ajor beneficiaries o f  new 
governm ent-sponsored program s. T he  per­
cent o f personal health  care expend itu res 
paid by the Federal G overnm ent has been 
rising steadily each year since the enactm ent 
o f M edicare and  Medicaid, reaching 28 per­
cent in 1977. However, the percent contrib­
u te d  by State an d  local governm en ts  has 
rem ained fairly constant at about 12 percent 
each year since the m id-1930’s.
379
T a b le  146. G ro ss  n a tio n a l p ro d u c t a n d  n a tio n a l h e a lth  e x p e n d itu re s : U n ite d  S ta te s , se lec ted  fiscal y e a rs  1 9 2 9 -7 7














Fiscal year ending June 30:
1929 _______________________________________ $ 101.3 $ 3,589 3.5 $ 29.16
1935 _______________________________________ 68.9 2,846 4.1 22.04
1940 _______________________________________ 95.4 3,883 4.1 28.98
1950 _______________________________________ 264.8 12,027 4.5 78.35
1955 ____________________________ 381.0 17,330 4.5 103 76
1960 ____________________________ 498.3 25,856 5.2 141.63
1965 _______________________________________ 658.0 38,892 5.9 197.75
1966 ___________________________ 722.4 42,109 5.8 211.56
1967 _______________________________________ 773.5 47,879 6.2 237.93
1968 _________________________  _ 830.2 53,765 6.5 264.37
1969 _______________________________________ 904.2 60,617 6.7 295.20
1970 _______________________________________ 960.2 69,201 7.2 333.57
1971 ___________ 1,019.8 77,162 7.6 368.25
1972 _______________________________________ 1,111.8 86,687 7.8 409.71
1973 _______________________________________ 1,238.6 95,383 7.7 447.31
1974 ______________________  . _ 1,361.2 106,321 7.8 495.01
19 7 5 '_______________________________________ 1,454.5 123,716 8.5 571.21
197612 _____________________________________ 1,625.4 141,013 8.7 645.76
Fiscal year ending September 30:
1975 ___________________ 1,487.1 127,719 8.6 588 48
1976 ________________ 1,667.4 145,102 8.7 663 06
19772-'1 _____________________________________ 1,838.0 162,627 8.8 736.92
1 Revised estimates.
2 Federal fiscal year.
:l Preliminary estimates.
SOURCES: Gibson) R.M., and Fisher, C.R.: National health expenditures, fiscal year 1977. Social Security Bulletin 41(7)' 
3-20, July 1978.
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Table 147. Health expenditures as a percent of gross national product: Selected countries, selected periods, 1961-75























Canada ___ .  _ _ _ _ 1961 6.0 1969 7.3 1973 6.8
United States2 _ _ _1_ _ __ 1961-62 5.8 1969 6.8 1974
I PSweden 1962 5.4 1969 6.7 1974
Netherlands _ _ __  _ _ _ _ __ 1963 4.8 1969 5.9 1972 7.3
German Federal Republic3 1961 4.5 1969 5.7 1974 6.7
France 1963 4.4 1969 5.7 1974 6.9
United Kingdom _____ _ __ 1961-62 4.2 1969 4.8 1975 5.2
Australia “1975-76 6.5
Finland _ _ __ _ ___ ___ _ ___ 1975 5.8
Japan _ _ _ 1975 4.0
1 Percent of trend gross domestic product at current prices, 1974 or near date.
2 Figures differ slightly from official Social Security Administration estimates because of adjustment to account for 
expenditures in medical education.
3 Excluded from World Health Organization study. Figure for 1961 is Social Security Administration estimate.
4 Fiscal year 1975-76.
NOTE: The countries are ranked by percent of gross national product for health expenditures from the largest to the 
smallest.
SOURCES: Abel-Smith, B.: An International Study o f Health Expenditures. World Health Organization Public Health 
Paper No. 32. Geneva. World Health Organization, 1967; Simanis, J.G.: Medical care expenditures in seven countries. Social 
Security Bulletin 36(3): 39, Mar. 1973; Organization for Economic Cooperation and Development: Public Expenditure on 






T a b le  148. N a tio n a l h e a lth  e x p e n d itu re s  an d  a v e ra g e  a n n u a l p e rc e n t c h a n g e , a c c o rd in g  to  ty p e  o f  e x p e n d itu re  in c u rre n t and
19 5 0  d o lla rs : U n ite d  S ta te s , se le c te d  fiscal y e a rs  1 9 5 0 -7 7
(Data are compiled by the Health Care Financing Administration)
Fiscal year and period
Type of expenditure
All health 


















Fiscal year ending June 30:
1950________________________________ $ 12,027 $12,027 $ 3,698 $3,698 $ 2,689 $2,689 $ 940 $ 940
1955________________________________ 17,330 14,346 5,689 4,081 3,632 3,091 1,457 1,263
1960________________________________ 25,856 17,613 8,499 4,557 5,580 4,012 1,944 1,505
1965______________ 38,892 23,345 13,152 5,286 8,405 5,296 2,728 1,896
1970____________ 69,201 31,427 25,879 5,627 13,443 6,285 4 473 2,431
1971___ 77,162 32,765 29,133 5,593 15,098 6,564 4,908 2,516
1972___________ 86,687 35,153 32,720 5,740 16,527 6,832 5 364 2,601
1973_____________ 95,383 37,523 36,155 6’039 17’995 7,253 6701 2'871
1974_______________________ 106,321 39,569 41,020 6,467 19742 7,579 6,870 3'096
1975 _____  ____________________ 123,716 40,925 48,376 6,551 23,839 87 14 7^870 3,201
19762 _____ 141,013 42,346 55,573 6,534 27,487 8,401 8,733 3,298
Fiscal year ending September 30:
1975____ 127,719 41,121 49,973 6,509 24,553 8,141 8,034 3,194
1976______ 145,102 42,602 57,497 6,553 28,504 8,478 8,987 3,346
19772 ______________ 162,627 43,530 65,627 6,678 32,184 8,731 10,020 3,479
Average annua percent change
1950-77 ________________________ 10.1 4.9 11.2 2.2 9.6 4.5 9.2 5.0
1950-55 _______ 7 6 3.6 9.0 2.0 6.2 2.8 9.2 6.1
1955-60 _______________ 8.3 4.2 8.4 2.2 9.0 5.3 5.9 3.6
1960-65 __________ 8.5 5.8 9.1 3.0 8.5 5.7 7.0 4.7
1965-70 ________________ 12.2 6.1 14.5 1.3 9.8 3.5 10.4 5.1
1970-75 _________________________ 11.4 4.5 12.5 2.3 10.5 3.7 10.9 4.7
1970-71 _ 11.5 4.3 12.6 -0 .6 12.3 4.4 9.7 3.5
1971-72 ___________ 12.3 7.3 12.3 2.6 9.5 4.1 9.3 3.4
1972-73 _________ 10.0 6.7 10.5 5.2 8.9 6.2 13.7 10.4
1973-74 ___________________ 11 5 5.5 13.5 7.1 9.7 4.5 12.6 7.8
1974-75 _______________________ 15 0 2.2 17.6 1 0 16.1 3.0 13.7 2.6
1975-76 _________________________ 14.0 3.5 14.9 -0 .3 14.9 3.2 10.1 2.2
1976-77 1_______________________ 12.1 2.2 14.1 1.9 12.9 3.0 11.5 4.0
1 Includes all other expenditures not shown separately
2 Federal fiscal year.
3 Percent change based on data for fiscal year ending September 30; all other years based on data for fiscal year 
ending June 30.
NOTE: Expenditures in 1950 dollars were calculated by deflating current dollar expenditures by the Consumer Price 
Indexes for medical care, hospital room rates (semiprivate), physician fees, and dentist fees.
SOURCES: Gibson, R. M .: and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 
41(7): 3-20, July 1978; Office of Policy, Planning, and Research, Health Care Financing Administration: Selected data.
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Table 149. National health expenditures, according to source of funds: United States, selected fiscal years 1929-77 



















Fiscal year ending June 30:
1929 $ 3,589 $ 3,112 $ 25.28 86.7 $ 477 $ 3.88 13.3
1935 ______  _______________ 2,846 2,303 17.84 80.9 543 4.21 19.1
1940.............. 3,883 3,101 23.14 79.9 782 5.84 20.2
1950....... 12,027 8,962 58.38 74.5 3,065 19.97 25.5
1955 17,330 12,909 77.29 74.5 4,421 26.46 25.5
1960______  ___________________ . 25,856 19,461 106.60 75.3 6,395 35.03 24.7
1965 38,892 29,357 149.27 75.5 9,535 48.48 24.5
1966 42,109 31,279 157.15 74.3 10,830 54.41 25.7
1967 47,879 32,026 159.15 66.9 15,853 78.78 33.1
1968 53,765 33,725 165.83 62.7 20,040 98.54 37.3
1969____  ___ . 60,617 37,680 183.50 62.2 22,937 111.70 37.8
1970 ___  ___________________ 69,201 43,810 211.18 63.3 25,391 122.39 36.7
1971___  ___  . 77,162 48,387 230.92 62.7 28,775 137.32 37.3
1972_____  ______________________ 86,687 53,214 251.50 61.4 33,473 158.20 38.6
1973 95,383 58,715 275.35 61.6 36,668 171.96 38.4
1974 106,321 64,809 301.74 61.0 41,512 193.27 39.0
19751 123,716 71,348 329.42 57.7 52,368 241.79 42.3
19761-2 141,013 80,831 370.16 57.3 60,182 275.60 42.7
Fiscal year ending September 30:
1975_____  __ 127,719 73,238 337.45 57.3 54,481 251.03 42.7
1976 145,102 83,560 381.84 57.6 61,542 281.22 42.4
19772-3.......... 162,627 94,185 426.78 57.9 68,442 310.13 42.1
1 Revised estimates.
2 Federal fiscal year.
3 Preliminary estimates.
SOURCES: Gibson, R. M., and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 
41(7): 3-20, July 1978.
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T a b le  1 5 0 . N a t io n a l h e a lth  e x p e n d itu r e s  a v e r a g e  a n n u a l p e rc e n t c h a n g e , a c c o rd in g  to  s o u rc e  o f  fu n d s : U n ite d  S ta te s ,
se le c te d  fiscal y e a rs  1 9 2 9 -7 7
(Data are compiled by the Health Care Financing Administration)
Period
Source of funds
All sources Private Public
Average annual percent change
1929-77 _______ 8.3 7.4 10.9
1929-35 _______ -3 .8 -4 .9 2.2
1935-40 ______________________ 6.4 6.1 7.6
1940-50 ___ 12.0 11.2 14.6
1950-55 __________________________________ 7.6 7.6 7.6
1955-60 __________________________________ 8.3 8.6 7 7
1960-65 ___________ 8.5 8.6 8.3
1965-70 _____________ 12.2 8.3 21 6
1970-75 _________________________________ 12.1 10.2 14 9
1970-71 ____ 11.5 10.4 13.3
1971-72 ___ 12.3 10.0 16 3
1972-73 _________________  _ 10.0 10.3 9‘.5
1973-74 __________________ 11 5 10.4 13.2
1974-75 __________________ 15.0 10.1 22.5
1975-76 _______________________  _ 14.0 12 8 15 6
19 76 -77 '_____ 12.1 12.7 11.2
1 Percent change based on data for fiscal year ending September 30, all other years based on data for fiscal year ending 
June 30.
SOURCES: Gibson, R. M., and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 
41(7): 3-20, July 1978.
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T a b le  151 . N a tio n a l h e a lth  e x p e n d itu re s  a n d  p e rc e n t d is tr ib u tio n , a c c o rd in g  to  ty p e  o f  e x p e n d itu re :  U n ite d  S ta te s , se le c te d
fis ca l y e a rs  1 9 5 0 -7 7  '
(Data are compiled by the Health Care Financing Administration)
Type of expenditure
Year
1950 1955 1960 1965 1970 19751 19771,2
Amount in billions
Total $ 1 2 .0 $17.3 $25.9 $38.9 $69.2 $127.7 $162.6
Health services and supplies 1 1 .2 16.4 24.2 35.7 64.1 119.8 153.9
Hospital care 3.7 5.7 8.5 13.2 25 ft 5n n fifi 6
Physician services 2.7 3.6 5.6 8.4 13 5 24 fi ft2  2
Dentist services 0.9 1.5 1.9 2.7 4.5 8 .0 m  n
Nursinq home care 0 .2 0.3 0.5 1.3 3.8 9.6 1 2  fi
Other professional services 0.4 0.5 0.9 1 .0 1.4 2 5 ft 2
Druqs and drug sundries 1 .6 2.3 3.6 4.6 7 1 m  6 T? 5
Eyeqlasses and appliances 0.5 0 .6 0.8 1 .1 1 8 1 8 2  1
Expenses for prepayment 0.4 0 .6 1 .0 1.5 2 5 fi n 7 fi
Public health activities 0.4 0.4 0.4 0.7 1.4 3 1 3.7
Other health services 0.4 0.9 1 .0 1 .2 2 .2 3.6 4.3
Research and construction 0.8 0.9 1.7 3.2 5.1 7.9 8.7
Research 0.1 0 .2 0 .6 1.4 1 8 ft 1 3 7
Construction 0.7 0.7 1 .1 1 .8 3 .3 4.8 5.0
Percent distrib jtion
Total 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0 .0
Health services and supplies 93.3 94.8 93.4 91.8 92.6 93.8 94.6
Hospital care____________________________ 30.8 32.9 32.8 33.9 37.4 39.1 40.3
Physician services • 22.5 2 0 .8 2 1 .6 2 1 .6 19.5 19.3 19.8
Dentist sen/ices 7.5 8.7 7.3 6.9 6.5 6.3 6 .2
Nursing home care 1.7 1.7 1.9 3.4 5.5 7.5 7.7
Other professional services______________ 3.4 2.9 3.5 2 .6 2 .0 2 .0 2 .0
Drugs and drug sundries________________ 13.3 13.3 13.9 1 1 .8 10.3 8.3 7.7
Eyeglasses and appliances ...........  ..... 4.2 3.5 3.1 2 .8 2 .6 1.4 1.3
Expenses for prepayment....... 3.3 3.5 3.9 3.9 3.6 4.7 4.7
Public health activities 3.3 2.3 1.5 1 .8 2 .0 2.4 2.3
Other health services ______________ . . . 3.3 5.2 3.9 3.1 3.2 2 .8 2 .6
Research and construction _ _ _ _ . 6.7 5.2 6 .6 8 .2 7.4 6 .2 5.4
Research 0.9 1 .2 2.3 3.6 2 .6 2.4 2.3
Construction 5.8 4.0 4.3 4.6 4.8 3.8 3.1
1 Data for fiscal year ending September 30; all other data for fiscal year ending June 30.
2 Preliminary estimate.
SOURCES: Gibson, R. M., and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 
41(7):3-20, July 1978; Office of Policy, Planning, and Research, Health Care Financing Administration: Selected data.
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T a b le  152. N a tio n a l h e a lth  e x p e n d itu re s  a v e ra g e  a n n u a l p e rc e n t c h a n g e , a c c o rd in g  to  ty p e  o f  e x p e n d itu re : U n ite d  S ta te s ,
s e le c te d  fisca l y e a rs  1 9 5 0 -7 7
(Data are compiled by the Health Care Financing Administration)
Type of expenditure
Period
1950-77 1950-60 1960-65 1965-70 1970-75 1975-77'
Average annual percent change
Total __________ ____ 10 .1 8 .0 8.5 1 2 .2 12.3 12 .8
Health services and supplies _ 10 .2 8 .0 8 .1 12.4 1 2 .6 13.3
Hospital care _____ __ _ _ _ ____ _______ 1 1 .2 8.7 9.2 14.4 13.3 14.5
Physician services _ . ________ 9.6 7.6 8.4 9.8 1 2 .2 14.4
Dentist services _ _ _ 9.3 7.8 7.3 10 .8 11.9 1 1 .8
Nursing home care _ _______ ___ 16.6 9.6 2 1 .1 23.9 19.6 14.6
Other professional services _________  __ 8 .0 7.2 4.6 7.0 11.4 13.1
Drugs and drug sundries ______________ 7.9 8.4 5.0 9.1 7.9 8 .6
Eyeglasses and appliances___ 5.5 4.8 8.4 8.4 0.0 8 .0
Expenses for prepayment ______ 12.7 10.3 8.4 1 1 .8 22.5 12.5
Public health activities _ _ _ . 8 .6 0.0 1 1 .8 14.9 16.5 9.3
Other health services __ __________ 8.3 10 .0 1.5 13.2 6 .1 9.3
Research and construction_______ _ 9.2 7.8 13.5 9.8 8.3 4.9
Research __ _ _ ____________ 14.3 19.6 18.4 5.2 10 .8 9.3
Construction _____ _____ _ 7.6 4.6 10.3 12.9 6.9 2 .1
1 Data for fiscal year ending September 30; all other data for fiscal year ending June 30.
SOURCES: Gibson, R. M., and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 
41(7): 3-20, July 1978; Office of Policy, Planning, and Research, Health Care Financing Administration: Selected data.
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T a b le  15 3 . P e rs o n a l h e a lth  c a re  e x p e n d itu re s  a n d  p e rc e n t d is tr ib u t io n , a c c o rd in g  to  s o u rc e  o f  p a y m e n t :  U n ite d  S ta te s ,
s e le c te d  fis c a l y e a rs  1 9 2 9 -7 7

























Fiscal year ending June 30: Aggregate amount in millions
1929 $ 3,165 2$ 2,800 $ 365 $ 83 $ 282 $ 85 $ 197
1935 2,585 z2,134 452 70 382 89 293
1940 3,414 22,799 615 92 523 133 389
1950 .  ____________ __________ 10,400 7,107 3,293 $ 879 312 2,102 979 1,124
1955 ___________  __________________ 15,231 8,992 6,239 2,358 412 3,469 1,583 1,886
19R0 22,729 12,576 10,153 4,698 525 4,930 2,102 2,828
1965 33,498 17,577 15,921 8,280 683 6,958 2'840 4/118
1970 __  _______________ _______ J 60,113 24,272 35,841 14,406 890 20,545 13,403 7,142
1971 67,228 26,307 40,921 16,728 964 23,229 15,401 7,827
197? 74,828 28,141 46,687 18,620 1,035 27,032 18,126 8,906
1973 82,490 30,348 52,142 20,955 1,125 30^062 20’ l78 9^884
1974 91,315 32,989 58,326 23,050 1,220 34,056 22,974 11,082
197R1 23 107,383 33,503 73,880 28,075 2’362 43,443 28^926 14,517
19763'4 122,453 38,450 84,003 32,119 2,625 49,259 33,846 15,413
Fiscal year ending September 30:
1975 ___________________  _________ 110,665 34,697 75,968 28,514 2,419 45,035 30,290 14,745
1976 . 126,217 39,425 86,792 33,618 2,698 50,478 34,990 15,488
19774-5 _________  ______  . .  . 142,586 43,274 99,312 '39,299 2,891 57,121 39,823 17,299
Fiscal year ending June 30: Percent distribution
1929 ___________________ ________  . 100.0 88.5 11.5 _ 2.6 8.9 2.7 6.2
1935 ____________  _______  ____ 100.0 82.6 17.5 — 2.7 14.8 3.4 . 11.3
1940 ________  ________________ 100.0 82.0 18.0 — 2.7 15.3 3.9 11.4
1950 100.0 68.3 31.7 8.5 3.0 20.2 9.4 10.8
1955 . 100.0 59.0 41.0 15.5 2.7 22.8 10.4 12.4
1960 ______________________ ; _____  . 100.0 55.3 44.7 20.7 2.3 21.7 9.2 12.4
1955 100.0 52.5 47.5 24.7 2.0 20.8 8.5 12.3
1 9 7 0 _____ : ____  ____________  ____ 100.0 40.4 59.7 24.0 1.5 34.2 22.3 11.9
1971________________________________ 100.0 39.1 60.9 24.9 1.4 34.6 22.9 11.6
197? 100.0 37.6 62.4 24.9 1.4 36.1 24.2 11.9
1973 100.0 36.8 63.2 25.4 1.4 36.4 24.5 12.0
1974 _____  .  _ _________  . 100.0 36.1 63.9 25.2 1.3 37.3 25.2 12.1
19753 _______________ _______  _ 100.0 31.2 68.8 26.2 2.2 40.5 27.7 12.8
197634 100.0 31.4 68.6 26.2 2.1 40.2 27.6 12.4
Fiscal year ending September 30:
1975 __________  . . . .  . 100.0 31.4 68.6 25.8 2.2 40.7 27.4 13.3
1976 . 100.0 31.2 68.8 26.6 2.1 40.0 27.7 12.3
19774-5 . 100.0 30.3 69.7 27.6 2.0 40.1 27.9 12.2
1 Includes all expenditures for health services and supplies other than (a) expenses for prepayment and administration; 
(b) government public health activities; and (c) expenditures on fundraising by philanthropies.
2 Includes any insurance benefits and expenses for prepayment (insurance premiums less insurance benefits).
3 Revised estimates.
4 Federal fiscal year.
5 Preliminary estimates.
SOURCES: Gibson, R. M., and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 
41(7): 3-20, July 1978; Office of Policy, Planning, and Research, Health Care Financing Administration: Selected data.
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B. Government Expenditures for 
Health Care
D uring fiscal year 1977, public expend i­
tures for health accounted for 42 percent of 
national health expenditures. Public expend­
itures financed by Federal, State, and local 
governm ent have been increasing steadily 
since the im plem entation o f M edicare and 
Medicaid, the two largest public program s. 
Payments for health care are m ade under a 
variety o f public program s designed to de­
liver care  o r  im prove access to care  fo r 
targeted population groups.
H ealth services and supplies expenditures 
are defined as the total national health ex­
penditu res less expenses for research and 
health facilities construction. G overnm ent ex­
penditures in this area reached an estim ated 
$62.6 billion during  the year ending Septem ­
ber 1977. Medicare and Medicaid expendi­
tures accounted for about 62 percent o f this 
total. T he next biggest p roportion (13 per­
cent) was for general hospital and medical 
care, which includes hospital and  medical 
care provided directly by the Federal G overn­
m ent th ro u g h  th e  In d ian  H ealth  Service 
Program  and o ther parts o f the U.S. Public 
H ealth Service and also outlays by State and 
local governm ents for hospital care, largely 
psychiatric care. Federal outlays for veterans 
and military personnel and the ir dependents 
make up the next largest category, followed 
by expenditures, mainly at the State and local 
levels, for o ther activities related to public 
health.
Nearly 60 percent o f public expenditures, 
o r  $36.2 billion, were devoted to hospital 
care, with the largest am ounts (both abso­
lutely and proportionally) generated  by the 
M edicare program . Physicians’ services ac­
counted for $7.8 billion, o r 12 percent o f the 
total, followed closely by outlays for nursing 
hom e care at $7.2 billion o r 11 percent. Most 
of the outlays for nursing hom e care were 
made under the Medicare and Medicaid p ro ­
gram s, with M edicaid accounting for $6.4 
billion, o r 89 percent, o f the public expendi­
tures for nursing homes.
Between 1965 and 1977, medical care ap­
propriations o f the Veterans Adm inistration 
health care delivery system increased ' at an
annual rate o f 12 percen t, reach ing  $4.4 
billion in fiscal year 1977 or 10 percent of 
Federal health expenditures. Prior to im ple­
m entation o f Medicare and Medicaid in 1965, 
the V eterans A dm inistration share was 23 
percent. D uring this 12-year period, a large 
part o f the Veterans Adm inistration appro ­
priations were for institutional services; how­
ever, there was a shift away from  inpatient 
hospital care and toward nursing hom e and 
domiciliary care.
Medicare benefits are equal in all States. 
However, differences in the average expend­
iture per Medicare enrollee do exist am ong 
the States and  geographic regions because o f 
differences in the allowable costs and charges 
in each area and in the service utilization 
levels o f enrollees. In 1971 and 1976, per 
capita reim bursem ents for hospital services 
were highest in the N ortheast and lowest in 
the South; average reim bursem ent per per­
son for supplem entary medical insurance was 
highest in the West and  lowest in the N orth 
C entral Region. M assachusetts, New York, 
Nevada, and California were the States with 
the highest average reim bursem ent levels in
1976.
Medicaid, a federally-assisted program  op­
erated by the States un d er Federal guide­
lines, provides medical services and improves 
access to medical care for certain low income 
populations. While Federal and State Gov­
ernm ents jointly finance the program , each 
State determ ines benefits, eligibility criteria, 
and rates of paym ent. U nder Medicaid, d if­
ferences in levels o f expenditures by State 
and Federal adm inistrative regions are partly 
a ttr ib u ta b le  to d iffe re n c e s  in allow able 
charges and utilization patterns. In addition, 
although all States meet the Federal guide­
lines for providing hospital and  physician 
services, benefits vary from  State to State 
with some offering supplem entary services 
such as dental services, clinic services, and 
drugs. T he 10 largest State Medicaid p ro ­
gram s accoun ted  fo r 67 p ercen t o f  to tal 
M edicaid ex p en d itu res  in 1976; the New 
York an d  C alifo rn ia  p ro g ram s alone ac­
counted for 34 percent. New York and  Cali­
fornia have relatively large eligible popula­
tions an d  also o f fe r  m ore  b en efits  to 
recipients than many o ther States.
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Medicaid generally covers a b roader range 
o f services than  M edicare including in term e­
d ia te  care  facilities, d e n ta l services, and  
drugs. A bout 69 p ercen t o f  M edicaid ex ­
p en d itu res  in 1976 w ere fo r in s titu tio n a l 
health  services (i.e., hospitals, skilled nursing 
homes, and  interm ediate care facilities) com ­
pared  with 74 percent in 1967. A lthough the 
p roportion  o f Medicaid expenditures for in ­
stitu tiona l h ea lth  services rem ain ed  fairly 
constan t from  1966 to 1977, th e re  was a 
d ecrease  in  th e  share  fo r  b o th  in p a tie n t 
hospital and skilled nursing  facility• care and 
an increase in the share for interm ediate care 
facilities. In  1977, only 10 percent o f  Medi­
caid expenditures were devoted to physician 
expenditures and 7 percen t to drugs.
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390 T a b le  154. E s tim a te d  h e a lth  se rv ices  a n d  s u p p lie s  e x p e n d itu re s  u n d e r p u b lic  p ro g ra m s , ac co rd in g  to  so u rce  o f p u b lic  fu n d s  an d  ty p e  o f p ro g ra m : U n ite d  S ta tes ,
fiscal y e a r  1977 ’
(Data are compiled by the Health Care Financing Administration)
Source of public funds 
and type of program






























All public programs $62,594 $36,199 $7,824 $500 $924 $1,143 $130 $7,184 $3,729 $3,217 $1,743
Health insurance for aged and disabled,
Medicare1,2 21,591 15,520 4,431 457 362 821Temporary disability insurance (medical ben-
efits) * 103 74 25 _ 2 1 1
Workmen's compensation (medical benefits) ‘ 2,609 1,315 1,109 _ 80 52 52
Medicaid 17,103 5,964 1,827 398 325 1,016 6,380 346 846Public assistance (vendor medical pay-
ments)2 517 190 58 13 10 32 _ 203 11
General hospital and medical care 8,296 6,877 21 4 _ 3 1 391
Defense Department hospital and medical
care (including military dependents)4 _ 3,392 2,459 91 8 _ 12 791 31Maternal and child health services 637 97 60 15 49 14 19 378 5
Other public health activities 3,729 _ _ _ 3,729
Veterans' hospital and medical care4 4,334 3,589 58 63 _ 13 31 238 302 40
Medical vocational rehabilitation___ _ _ _ 283 115 142 - - - 27 -
Federal programs _ 42,542 25,715 5,808 310 683 614 66 4,204 1,289 2,424 1,430
Health insurance for aged and disabled,
Medicare1-2 21,591 15,520 4,431 457 362 821
Workmen's compensation (medical bene
fits)-1 _ _ _ 69 45 17 _ 4 1 1
Medicaid _ 9,713 3,368 1,032 225 184 573 _ 3,603 195 533
Public assistance (vendor medical pay-
ments)2 _ _ _ _
General hospital and medical care 1,605 592 21 4 3 984
Defense Department hospital and medica
care (including military dependents)4 3,392 2,549 91 8 _ 12 _ 791 31
Maternal and child health services 322 50 44 10 38 11 12 152 5
Other public health activities 1,289 _ _ _ 1 289
Veterans' hospital and medical care4 4,334 3,589 58 63 13 31 238 302 40
Medical vocational rehabilitation 227 92 113 - - - 22 _
391
State and local programs _______ 20,051 10,484 2,016 190 241 529 64 2,980 2,440 793 313
Temporary disability insurance (medical ben­
efits)3 ____  _______________ __ 103 74 25 2 1 1
Workmen's compensation (medical benefits)-1 2,540 1,270 1,092 _ 76 51 51 _ _ _ _
Medicaid____ _____ _____ ____ ______ 7,389 2,596 795 173 142 442 _ 2,777 _ 150 313
Public assistance (vendor medical pay­
ments)2 .  .  ___  _ _ _ _ _ _  __ 517 190 58 13 10 32 203 1 1
General hospital and medical care 6,691 6,284 _ _ 406 _
Maternal and child health services _ 315 47 17 4 11 3 7 _ _ 225 _
Other public health activities __ __ 2,440 _ — _ _ _ _ _ 2,440 _ _
Medical vocational rehabilitation _ 57 23 28 - - - 5 - - - -
1 Includes premium payments for supplementary medical insurance by or in behalf of enrollees.
2 Includes duplication in the Medicare and Medicaid amounts where premium payments for Medicare are financed by Medicaid for cash assistance recipients 
and, in some States, for the medically indigent.
3 Includes medical benefits paid under public law by private insurance carriers and self-insurers.
4 Payments for services outside the hospital (excluding "other health services") represent only those made under contract medical care programs.
SOURCES: Gibson, R. M„ and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 41(6): 3-20, July 1978; Office of Policy, 
Planning, and Research, Health Care Financing Administration: Selected data.
392 Table 155. Medicare hospital and medical insurance average monthly reimbursement per enrollee, according to type of insurance, geographic region, division,and State: United States, 1971 and 1976 ’ '
(Data are based on Health Care Financing Administration payment records)
Type of insurance






1971 1976 1971 1976 1971 1976
Average monthly amount per enrollee
United States $29.71 $58.10 $21.84 $42.79 $ 8.35 $16.38
Northeast 34.10 67.10 24.99 49.70 9.57 18.42
New England 34.62 68.49 26.52 52.39 8.52 17.07
Maine . . 24.96 53.72 19.27 40.75 6.01 13.72
New Hampshire 25.57 51 20 19.60 38.28 6.34 13.65Vermont 31.84 56.29 24 98 42.97 7.27 21.43
Massachusetts 37.66 76.15 28 85 59.16 9.30 18.13Rhode Island 36 17 67.92 26.75 48.83 9.87 20.03
Connecticut 34.52 65.99 26.64 50.18 8.21 16.63
Middle Atlantic 33.93 66.64 24.49 48.82 9 92 18.86
New York 39.44 74 84 28.75 55.49 11.26 20.64
New Jersey 30.96 64 18 21 36 44.72 9.96 20.30
Pennsylvania 27.11 56.02 19.67 41 38 7.83 15.42
North Central 28.42 56.05 21.94 43.61 6.84 13.19
East North Central 28.72 58.02 22 19 45.48 6.89 13.34
Ohio 27.09 53.06 21 58 27.84 5.90 12.11
Indiana 26.04 48.97 20.01 38.43 6.33 11.05
Illinois 28.73 64.10 21.85 50.81 7.29 14.26
Michigan 32.46 64.85 24.74 50.63 8.08 14.95
Wisconsin 28.84 53.02 22.44 39.93 6.66 13.58
West North Central 27.84 52.01 21.42 39 80 6.76 12.86
Minnesota 32.28 57.72 25.29 43.79 7.33 14.56
Iowa 25.48 46.76 19.84 36.02 5.88 11.19Missouri 27 66 52 72 21.14 41.08 6.94 12.46
North Dakota 28.19 57.38 22.29 44.48 6.23 13.72















South ___  __ . 25.01 49.71 17.97 36.06 7.56 14.84
South Atlantic___ 25.60 53.07 18.29 38.03 7.83 16.32
Delaware _ ___ 29.52 55.87 22.62 43.23 7.25 13.38
Maryland _ _ _ _ _ 29.83 62.13 22.98 47.37 7.60 16.30
District of Columbia 35.39 74.50 27.17 53.26 10.41 25.93
Virginia .  ___  ___ 22.02 4 R  1 0 17 01 CM
West Virginia _________ 19.84 40.10 15.99 30.61 4.12 8.50
North Carolina___ 21.85 43.28 16.94 32.17 5.25 11.97
South Carolina._ 16.84 39.05 11.88 29.19 5.38 10.90
Georgia _ . . 22.94 45.68 15.50 32.02 8.01 14.85
Florida ____  ____ 30.38 62.96 19.94 42.70 10.89 22.01
East South Central 21.88 42.91 16.30 32.69 6.02 11.24
Kentucky 21.79 41.19 16.91 30.82 5.26 9.25
Tennessee ___ 21.57 43.79 16.00 33.46 5.97 11.23
Alabama . 22.53 52.36 16.19 32.84 6.84 12.53
Mississippi . 21.62 41.91 16.08 30.96 6.07 14.82
West South Central 26.27 48.80 18.64 35.08 8.19 14.87
Arkansas 20.10 39.91 14.54 28.19 5.96 12.61
Louisiana____ 22.42 42.05 16.69 31.48 6.51 11.88
Oklahoma . . . . . . 26.63 47  f if l 1 R  ft4 3 5  50
Texas __ 28.82 53.37 20.16 37.76 9.17 16.75
West ___ 34.00 64.70 23.92 43.36 10.62 21.64
Mountain 27.88 53.10 20.15 37.49 8.22 16.65
Montana .  . . 26.99 45.67 20.49 33.34 6.81 12.75
Idaho . . .  . . . 24.07 47.87 17.89 36.43 6.48 11.99
Wyoming ___ 23.77 43.45 18.15 32.48 5.95 11.53
Colorado .  _ 31.22 58.50 22.51 42.68 9.22 17.02
New Mexico______ 24.16 49.78 17.27 35.19 7.59 16.02
Arizona______ 30.85 53.48 21.93 37.06 9.49 13.20
Utah . . .  _____ 19.86 39.70 13.74 27.04 6.46 13.51
Nevada .  ____ 35.04 75.39 25.41 53.30 10.33 23.69
Pacific. _ 35.81 68.30 25.04 46.50 11.32 23.17
Washington______ 25.18 47.60 17.47 33.41 8.06 14.93
Oregon ______ 25.97 52.05 19.61 38.19 6.73 14.61
California ________ 39.25 74.46 27.30 50.23 12.56 25.78
Alaska _______ 25.26 60.78 17.50 42.01 9.79 22.87
Hawaii ______ 26.62 52.01 18.68 34.81 8.42 18.79
SOURCES: Waldhauser, C.B.: Health insurance for the aged, monthly reimbursement per person by State, 1972. Health Insurance Statistics. H1-72 DHEW 
Pub. No. (SSA) 76-11702. Health Care Financing Administration. Washington. U.S. Government Printing Office, Oct. 15, 1975; Health Care Financing Administration: 
Medicare 1976, Section 1.1. DHEW Pub. No. (HCFAJ018. Office of Policy, Planning, and Research. Washington. U.S. Government Printing Office, 1978.
394 T a b le  156. M e d ic a id  e x p e n d itu re s ' an d  p e rc e n t d is tr ib u tio n , a c c o rd in g  to  ty p e  o f  serv ice: U n ite d  S ta tes , fisca l y e a rs  1 9 6 7 -7 6
(Data are compiled from State and Federal Government sources)
Type of service
Year
1967 1968 1969 1970 1971 1972" 1973 1974 1975 1976
Amount in millions
Total ___ $2,271 $3,451 $4,368 $5,112 $6,476 $7,713 $8,810 $10,149 $12,318 $14,245
Inpatient hospital care 913 1,361 1,586 1,887 2,288 2,944 3,113 3,399 3,915 4,518
Nursing home care 766 1,064 1,291 1,321 1,674 1,778 1,849 2,027 2,471 2,599
Intermediate care' . . . . . . 95 304 537 743 1,162 1,601 2,179 2,781
Physicians __________ _________ 225 380 516 578 717 804 955 1,086 1,236 1,387
Dental care _ ________________ 72 190 209 169 181 186 211 265 341 387
Prescribed drugs ____________ 179 235 301 395 473 549 612 707 816 960
Other services4 115 221 369 457 605 710 907 1,063 1,360 1,615
Percent Jistribution
Total _ . . 100 0 100 0 100.0 100.0 100.0 100 0 100 0 100.0 100.0 100.0
Inpatient hospital care _ . 40 2 39.4 36.3 36.9 35 3 38.2 35.3 33 5 31 8 31 7
Nursing home care _ _ _ _ _ _ _ _ 33.7 30.8 29 6 25 8 25.8 23 1 21 0 20.0 20.1 18.2
Intermediate care' __ 2 2 5 9 8 3 9.6 13 2 15.8 17 7 19 5
Physicians _ ___________________ 9.9 11.0 11 8 11 3 11 1 10.4 10 8 10 7 10 0 9 7
Dental c a re _____________________ 3.2 5 5 4.8 3 3 2.8 2 4 2 4 2.6 2.8 2 7
Prescribed drugs _______________ 7.9 6.8 6.9 7 7 7.3 7.1 7 0 7.0 6.6 6 7
Other services4 - _______ 5.1 6.4 8 4 8.9 93 9.2 10 3 10 5 11.0 11.3
1 Expenditures from Federal, State, and local funds under Medicaid. Excludes per capita payments for part B of Medicare and administrative costs
2 Does not include Guam.
3 Payments to intermediate care facilities are included in the total for fiscal years 1969-72 even though they were administered under the cash assistance program 
until Jan. 1, 1972, when they were switched to Title XIX.
4 Other services include laboratory and radiological services, home health, family planning services, and outpatient hospital services.
SOURCE: U.S. Flouse of Representatives, Committee on interstate and Foreign Commerce: Data on the Medicaid Program, Eligibility, Services, Expenditures. 
Fiscal years 1966-77. Washington. U.S. Government Printing Office, Mar. 1977. p. 32.
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T a b le  157. V e te ra n s ' m e d ic a l ca re  e x p e n d itu re s 1 a n d  p e rc e n t d is tr ib u tio n , a c c o rd in g  to  ty p e  o f  e x p e n d itu re : U n ite d  S ta te s , fis ca l y e a rs  1 9 6 5 -7 7
(Data are compiled from Veterans Administration sources)
Type of Year
expenditure 1965 1966 1967 1968 1969 1970 1971 1972 1973 1974 1975 1976 1977
Amount in millions
Total _____ $1,150.1 $1,204.1 $1,286.9 $1,373.6 $1,479.2 $1,688.6 $1,915.5 $2,273.3 $2,548.9 $2,837.7 $3,328.2 $3,838.8 $4,376.:
Inpatient hospital __ 941.8 971.6 1,030.1 1,087.3 1,079.2 1,203.2 1,335.1 1,571.2 1,743.6 1,935.0 2,210.0 2,516.8 2,837.!
Outpatient care ___ 138.3 148.7 159.8 184.0 189.3 236.5 300.2 375.3 437.1 482.1 593.8 709.9 824.1
VA nursing homes




homes _ 0.1 6.1 10.6 11.8 16.1 20.0 19.7 24.1 28.8 32.5 47.3 56.7 72.
All others2 37.0 39.0 40.6 40.8 128.3 153.1 168.8 191.4 218.4 254.9 318.9 371.2 429.*
Percent distribution
Total _____ 100 100 100 100 100 100 100 100 100 100 100 100 10(
Inpatient hospital 82 81 80 79 73 71 70 69 68 68 66 66 6!
Outpatient care ___ 12 12 12 13 13 14 16 17 17 17 18 18 1!
VA nursing homes
and domiciliaries-- 3 3 4 4 4 4 5 5 5 5 5 5
Community nursing
homes _________ - 1 1 1 1 1 1 1 1 1 1 1
All others2 _ . . . 3 3 3 3 9 9 9 8 9 9 10 10 1(
1 Medical care appropriations exclude construction, medical administration, and miscellaneous operating expenses.
2 Includes miscellaneous benefits and services, contract hospitals, education and training for 1969-77, subsidies to State veterans' hospitals, nursing homes, 
and domiciliaries, and the Civilian Health and Medical Program of the Veterans Administration.
SOURCE: Veterans Administration: Unpublished data from the Budget Office.
C. Age Differences in
Expenditures for Health Care
T he age distribution o f the population has 
a direct bearing on the am ount and distribu­
tion o f the N ation’s health care expenditures. 
Per capita expenditures for people 65 years 
o f age and over, nearly  all o f whom are 
covered by M edicare, are h igher than per 
capita expenditures for those under 65 years 
o f age. T he difference between the two age 
groups generally reflects the m ore serious 
nature o f illness and greater prevalence of 
chronic conditions am ong older people. They 
a re  h o sp ita liz ed  m ore  f re q u e n tly  th a n  
younger people and they stay longer when 
they are adm itted.
In  fiscal year 1976, $120.4  billion were 
spent for personal health care services (i.e., 
the  health  services and  supplies received 
directly by individuals). Personal health care 
estim ates are derived by subtracting from  
total national health expenditures am ounts 
devoted to research and m edical facilities 
construction, adm inistrative costs o f govern­
m ent health program s, private fundraising 
activities for health, and retained earnings of 
private health insurers. O f the $120.4 billion 
spent, 15 percent or $17.9 billion was spent 
to care for people under 19 years o f age, 56 
percen t or $67.7 billion for people 19-64 
years of age, and  29 percent o r $34.9 billion 
for people 65 years o f age and over.
T he average per capita health  care bill 
du ring  fiscal year 1976 was $1,521 in the 
oldest age group, $547 in the interm ediate 
group, and $249 in the youngest group. T he 
am ount spent per capita for the elderly was 6 
times that for the youngest population. Per 
capita nursing hom e expenditu res for the 
elderly were 18 times g reater than for people 
19-64 years o f age. Expenses for hospital 
care, d rugs, physicians services, and  eye­
glasses ranged from  1.9 to 2.6 times greater 
for the elderly than for persons 19-64 years 
o f age. The health expenses o f o lder people 
w ere paid by public sources to a g rea te r 
extent than those o f younger people. During 
1976, third-party  payments, both private and 
public, accounted for about 68 percent o f all 
personal health  care ex p en d itu res . Public
payments accounted for about 40 percent of 
the personal expenditures for all ages. How­
ever, the public contribution varied from 68 
percen t for the elderly to 26 percen t for 
people under 19 years o f  age.
Personal health care expenditures by age 
group varied according to the type of ex­
pend itu re  (provider) and source o f funds 
(public o r private). In 1976, nearly half of 
the total spending for personal health care in 
the tw'o older age groups (19-64 years of age 
an d  65 years o f  age an d  over) was fo r 
hospital care. Public p ro g ram s covered a 
greater proportion o f hospital expenses than 
o ther expenses for all age groups, paralleling 
the coverage patterns o f private health insur­
ance.
For the oldest age group, public sources 
(i.e., Medicare, Medicaid, and the Veterans 
A dministration) paid 91 percent of the total 
bill fo r hosp ita l services. Public sources, 
chiefly Medicaid, paid 40 percent of the total 
hospital services bill for the interm ediate age 
g ro u p . Public e x p en d itu re s  fo r physician 
services utilized by the elderly and interm e­
diate age groups am ounted to about 60 and 
16 p ercen t, respectively. For the elderly . 
M edicare paid m ore than tw o-thirds o f hos­
pital expenditures and about one-half of the 
expenses for services o f physicians and also 
for “other professionals" who mainly provide 
home health care services. Medicare does not 
cover expenses associated with dental serv­
ices, outpatien t drugs, eyeglasses and appli­
ances, or “o ther health services." Some por­
tion o f the bill for these services may be 
picked up by Medicaid o r o ther State and 
local program s.
Public and private th ird  parties have been 
paying an increasing share of personal health 
care expenses for all ages, and these pay­
ments accounted for twro-thirds of personal 
health care spending in 1976. Medicare cov­
ered  the largest portion o f the health care 
bill for the elderly. However, about one-third 
o f the health care bill was paid directly by 
the elderly for noncovered services, for re­
quired deductibles and coinsurance for cov­
ered services, and for prem ium s for Medi­
care supplem ental medical insurance (Part B) 
and private health insurance to cover gaps in 
Medicare coverage. For the population under
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65 years o f  age, p rivate  health  in su rance an increase in the share o f expenses covered 
coverage expanded steadily, accom panied by by public program s.
Table 158. Personal health care expenditures for persons 65 years of age and over and percent distribution, according to 
source of funds and type of expenditure: United States, fiscal year 1976








Total _______ _____ _ __________ $34,853 $11,248 $23,605 $14,953 $8,652
Hospital care _ ___ _ ____ _____ _ _ _ __ 15,775 1,425 14,350 11,179 3,171
Physician services _______ ____  __ 5,863 2,387 3,476 3,218 258
Dentist services _ ___ _______ _ 722 679 43 - 43
Other professional services 534 193 341 265 76
Drugs and drug sundries 2,777 2,385 392 392
Eyeglasses and appliances 432 424 8 _ 8
Nursing home care ________  __  __ . 8,032 3,731 4,301 291 4,010
Other health services __ __ _______ _ 717 24 693 — 693
Percent distribution
Total _______  ___ __ ___ ____ 100.0 32.3 67.7 42.9 24.8
Hospital care ___ ___ _ ___ __ 100.0 9.0 91.0 70.9 20.1
Physician services 100.0 40.7 59.3 54.9 4.4
Dentist serv ices______  __ __  __  . 100.0 94.1 5.9 — 5.9
Other professional services _ ___ ____  _ 100.0 36.1 63.9 49.6 14.3
Drugs and drug s u n d r ie s ............................... 100.0 85.9 14.1 — 14.1
Eyeglasses and appliances __ __  __ _ 100.0 98.1 1.9 - 1.9
Nursing horrfe c a re __  __ __ __ _____ 100.0 46.4 53.6 3.6 50.0
Other health services__  ___  __  __  __ 100.0 3.4 96.6 — 96.6
SOURCE: Gibson, R. M., Mueller, M. S., and Fisher, C. R.: Age differences in health care spending, fiscal year 1976. 
Social Security Bulletin 40(8): 3-14, Aug. 1977.
397
398 T a b le  159. P erso n a l h e a lth  ca re  a g g re g a te  an d  p e r ca p ita  e x p e n d itu re s , a c c o rd in g  to  ag e , so u rce  o f fu n d s , an d  ty p e  o f e x p e n d itu re : U n ite d  S ta tes , fiscal y e a r  1976
(Data are compiled by the Health Care Financing Administration)
Type of expenditure
Age









Aggregate amount in millions
Total _ ___________ $120,431 $72,013 $48,417 $17,880 $13,190 $4,690 $67,698 $47,576 $20,122 $34,853 $11,248 $23,605
Hospital care. _ .................. 55,400 25,004 30,396 6,461 3,750 2,711 33,164 19,828 13,336 15,775 1,425 14,350
Physician services .............. 26,350 19,718 6,632 5,539 4,822 717 14,948 12,509 2,439 5,863 2,387 3,476
Dentist services ______  . 8,600 8,131 469 2,021 1,813 208 5,857 5,638 218 722 679 43
Other professional services___ 2,400 1,607 793 504 354 150 1,362 1,060 302 534 193 341
Drugs and drug sundries . 11,168 10,144 1,023 2,129 1,986 143 6,262 5,774 488 2,777 2,385 392
Eyeglasses and appliances ___ 1,980 1,866 114 329 310 19 1,219 1,133 86 432 424 8
Nursing home care _ ___ 10,600 4,744 5,856 159 84 75 2,409 929 1 480 8 032 3 731 4 301
Other health services . . .  . 3,933 800 3,133 738 71 667 2,478 705 1,773 717 24 693
Per cap>ita amount
Total $551 50 $329.78 $221 72 $249.16 $183.80 $65.36 $547 29 $384.62 $162.67 $1,521.36 $490.98 $1,030.38
Hospital care 253.70 114.50 139.20 90.03 52.25 37 78 268.11 160.30 107.81 688.59 62.21 626.38
Physician services 120 67 90 30 30.37 77 18 67 19 9 99 120 85 101.13 19 72 255 92 104 19 151 73
Dentist services 39 38 37.23 2.15 28 16 25 26 2.90 47.35 45.58 1 76 31 53 29 fifi 1 99
Other professional services___ 10.99 7.36 3 63 7.03 4.93 2.10 11.01 8.57 2.44 23.31 8.42 14.89
Drugs and drug sundries . 51.14 46 45 4 69 29.66 27 67 1.99 50.62 46.68 3 95 121 22 104 09 17 13
Eyeglasses and appliances ___ 9 07 8 55 0 52 4.59 4 32 0.27 9.85 9.16 0.69 18.86 18.49 0.36
Nursing home care . . . 48.54 21 72 26 82 2 22 1 17 1.05 19.47 7.51 11 96 350 61 162 86 1R7 75
Other health services _ 18.01 3.66 14.35 10.28 0 99 9.29 20.03 5.70 14.34 31 31 1.05 30.25
NOTE: Data are preliminary estimates
SOURCE: Gibson, R. M., Mueller, M. S., and Fisher, C. R.' Age differences in health care spending, fiscal year 1976. Social Security Bulletin 40(8)’ 3—14, Aug.
1977 .
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(Data are compiled by the Health Care Financing Administration)
T a b le  160. E s tim a te d  p e rs o n a l h e a lth  c a re  a g g re g a te  a n d  p e r  c a p ita  e x p e n d itu re s  u n d e r  p u b lic  p ro g ra m s , a c c o rd in g  to  a g e , so u rce  o f p u b lic  fu n d s , an d  p ro g ra m :
U n ite d  S ta te s , fiscal y e a r  19 76
Age
All ages Under 19 years 19-64 years 65 years and over
All State All State All State All State
public Federal and public Federal and public Federal and public Federal and
sources local sourges local sources local sources local
Aggregate amount in millions
Total _ _ _ _ __ $48,417 $33,683 $14,735 $4,690 $2,863 $1,828 $20,122 $11,763 $8,359 $23,605 $19,057 $4,548
Health insurance for the aged and 
disabled— Medicare 16,942 16,942 35 35 1,955 1,955 14,953 14,953
Temporary disability insurance __ . 74 74 74 74
Workmen's compensation (medical 
benefits) _________ __ 2,125 66 2,059 2,061 64 1,997 64 2 62
Public assistance— Medicaid _____ 14,593 7,959 6,634 2,511 1,369 1,141 6,493 3,541 2,952 5,589 3,048 2,540
General hospital and medical care __ 6,902 1,265 5,636 795 361 434 4,089 831 3,258 2,018 73 1,945
Defense Department hospital and 
medical care (including military 
dependents)_____________ 3,207 3,207 806 806 2,310 2,310 91 91
Maternal and child health services . . 588 301 287 498 255 243 90 46 44
Veterans' hospital and medical 
care _ __ ________  ______ 3,759 3,759 2,873 2,873 886 886
Medical vocational rehabilitation __ 229 183 46 46 37 9 179 143 36 5 4 i




$162.66 $ 95.09 $67.57 $1,030.79 $832.18 $198.61
Health insurance for the aged and 
disabled—Medicare____________ 77.57 77.57 0.49 0.49 15.80 15.80 652.96 652.96
Temporary disability insurance___ 0.34 0.34 0.60 0.60
Workmen's compensation (medical 
benefits) ___________________ 9.73 0.30 9.43 16.66 0.52 16.14 2.79 0.09 2.70
Public assistance— Medicaid _____ 66.82 36.44 30.38 34.97 19.07 15.90 52.49 28.62 23.86 244.06 133.10 110.96
General hospital and medical care . . 31.60 5.79 25.81 11.07 5.03 6.04 33.06 6.72 26.34 88.12 3.19 84.93
Defense Department hospital and 
medical care (including military 
dependents) _____ _____ 14.68 14.68 11.23 11.23 18.67 18.67 3.97 3.97
Maternal and child health services _ 2.69 1.38 1.31 6.94 3.55 3.39 0.73 0.37 0.36
Veterans' hospital and medical 
c a re ____ __ __ _____  __ 17.21 17.21 23.23 23.23 38.69 38.69
Medical vocational rehabilitation 1.05 0.84 0.21 0.64 0.52 0.11 1.45 1.16 0.29 0.22 0.17 0.05
NOTE: Data are preliminary estimates.
SOURCE: Mueller, M. S., Gibson, R. M., and Fisher, C. R.: Age differences in health care spending, fiscal year 1976. Social Security Bulletin 40(8):3—14, Aug.
1977 .
T a b le  161. P e rs o n a l h e a lth  c a re  p e r c a p ita  e x p e n d itu re s , ac co rd in g  to  s o u rc e  o f  p a y m e n t a n d  a g e : U n ite d  S ta te s ,
fiscal y e a rs  1 9 6 6 -7 6

















All ages Per capita amount
1966 _______________ $ 181.96 $ 93.79 $ 88.17 $ 44.90 $3.62 $ 39.65
1967 ______________ 205.45 93.35 112.10 46.43 3.74 61.92
1968 ______________ 228.75 93.91 134.84 51.35 3.84 79.66
1969 ___  ________ 256.59 102.06 154.53 59.44 4.01 91.09
1970 ______________ 289.76 117.00 172.76 69.44 4.29 99.03
1971 _ . . .  . . . 320.84 125.55 195.29 79.83 4.60 110.86
1972 ____________ 353.00 132.73 220.27 88.00 4.89 127.37
1973 ______________ 386.84 142.32 244.53 98.27 5.28 140.98
1 9 7 4 '______________ 425.15 153.59 271.56 107.32 5.68 158.56
1 9 7 5 '______________ 488.23 164.15 324.08 124.17 6.15 193.76
19762 ______  _ _ . 551.50 179.05 372.46 143.61 7.13 221.72
Under 65 years
1966 ______________ 154.96 79.13 75.82 42.25 3.48 30.09
1967 ______________ 171.55 82.59 88.96 47.98 3.71 37.27
1968 _______________ 185.39 85.22 100.17 53.11 3.80 43.26
1969 _______________ 206.36 91.14 115.21 61.54 4.01 49.66
1970 ______________ 232.50 100.71 131.79 71.98 4.31 55.50
1971 ______________ 255.09 104.77 150.32 83.11 4.62 62.59
1972 ______________ 278.23 106.96 171.27 91.81 4.04 74.52
1973 ______________ 309.45 118.38 191.07 102.67 5.34 83.07
1974' ______________ 347.87 135.84 212.03 112.33 5.76 93.94
1975' . . .  _ ____ 390.79 142.70 248.10 130.21 6.25 111.63
19762 ______________ 437.83 152.74 285.09 150.89 7.26 126.94
65 years and over
1966 ______________ 445.25 236.72 208.52 70.71 4.92 132.89
1967 ______________ 535.03 198.01 337.03 31.38 4.05 301.59
1968 ____  _______ 646.65 177.90 468.75 34.42 3.87 430.45
1969 ______________ 735.19 206.02 529.17 39.42 4.00 485.75
1970 ______________ 828.31 270.20 558.11 45.54 4.06 508.50
1971 ______________ 925.98 316.78 609.20 49.67 4.38 555.15
1972 ______________ 1,033.51 367.40 666.11 53.33 4.49 608.30
1973 ______________ 1,081.35 357.16 724.19 58.81 4.70 660.69
1974' ____  _______ 1,109.54 310.75 798.78 62.94 5.00 730.85
1975' _____________ 1,335.72 350.77 984.94 71.65 5.20 908.10
19762 ______________ 1,521.36 403.53 1,117.83 81.45 6.00 1,030.38
' Revised estimates.
2 Preliminary estimates.
SOURCE: Gibson, R. M., Mueller, M. S., and Fisher, C. R.: Age differences in health care spending, fiscal year 1976. 
Social Security Bulletin 40(8): 3-14, Aug. 1977.
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D. Health Care Coverage
An estim ated  187 m illion people o r 89 
percen t o f the civilian noninstitutionalized 
population were covered by public o r private 
insurance plans or program s in 1976, while 
about 23 million people o r 11 percent were 
w ithout such protection. Based on data from  
the 1976 H ealth Interview Survey, these esti­
mates eliminate m ultiple counting by assign­
ing  each ind iv idual to only one coverage 
category, regardless o f the num ber o f types 
o f coverage held by that individual. Private 
hospital insurance takes precedence over re ­
p o rting  o f  o th e r form s o f coverage. This 
allocation p ro ced u re  thus understa tes  the 
n u m b e r o f  persons u n d e r  various public 
program s.
T he proportion  o f  individuals with private 
insurance o r Medicare in 1976 increased with 
income as well as age and was h igher for the 
white population. Individuals living in central 
cities (75 percent) w ere less likely to have 
such coverage than  those living in m etropoli­
tan  areas outside central cities (85 percent).
By region, the proportion o f  the popula­
tion with coverage was highest in the N orth 
C entral and  lowest in the  West. A h igher 
proportion  o f  those persons w ithout health 
in surance lived in n o nm etropo litan  areas, 
either in farm  o r nonfarm  settings, and  in 
the South. As family income increased, the 
p roportion  o f  the population w ithout cover­
age decreased . H ealth  care coverage was 
highest am ong m anagerial and  clerical occu­
p a tio n s  a n d  low est am o n g  la b o re rs  an d  
household workers in 1976. T he  proportion 
o f  w orkers with health  care coverage was 
highest in public adm inistration, m anufactur­
ing, financing, an d  m ining industries and  
lowest in agriculture.
Private health insurance paid for about one 
quarter o f  all health care expenses in fiscal 
year 1977, according to estimates based on 
data com piled by the H ealth Care Financing 
A dm inistration. Direct paym ent by individu­
als accounted for about one-th ird  o f all ex­
pend itu res. T he  largest share o f personal 
health  care ex p en d itu res  was paid  by the 
governm ent (40 percent). T he bulk o f  private 
insurance expenditures was for hospital care 
(61 percent) and  physician services (30 per­
cent). Dental services an d  drugs and  d rug  
su n d rie s  w ere pa id  fo r  p rim arily  by th e  
consum er.
Much o f the health  insurance purchased 
by people 65 years o f age and  over is de­
signed to supplem ent o r ex tend  the  benefits 
received u n d er Medicare. Data collected as 
p a r t o f  the 1976 H ealth  Interview  Survey 
indicate tha t 56 percent o f white people bu t 
only 24 percent o f all o ther people 65 years 
o f age and  over had  supp lem en tal health  
insurance (i.e., M edicare plus private health 
insurance). T h e  p ro p o rtio n  o f  individuals 
covered only by M edicare tended  to decrease 
as incom e increased. H owever, white people 
at all income levels had  proportionately m ore 
su p p le m e n ta ry  h ea lth  in su ran ce  th a n  all 
o ther people.
Data collected as p a rt o f  the 1976 H ealth 
Interview Survey provide fu rth e r insight into 
the health insurance coverage o f  the popula­
tion by various socioeconomic classifications. 
T hese data show th a t about 77 percent of the 
civilian noninstitutionalized population u n d er 
65 years o f age had  private hospital insur­
ance. T he proportion  o f persons having such 
coverage increased with income, rising from  
35 percent fo r families with incomes under 
$3,000 to m ore than  92 percent for families 
with incomes o f  $15,000 or more. T h ere  was 
a relatively high percen t o f coverage o f p e r­
sons 17-24 years o f  age in the lowest income 
group  because many young adults with low 
earnings were still eligible for coverage u n d er 
the ir paren ts’ policies, had  policies purchased 
by the ir parents, or were covered as students. 
Across all income and  age categories, p ro p o r­
tionally m ore white people had  hospital in­
surance coverage than  all o ther people.
H ealth  insurance coverage varies no t only 
by socioeconomic characteristics bu t also by 
m ethod o f reim bursem ent. Estimates from  
th e  1975 H ea lth  In terv iew  Survey b reak  
dow n health  insurance, coverage status by 
p re p a id  g ro u p  and  fee-for-serv ice  p lans. 
Only 6.5 million people o r 3.1 percen t o f the 
civilian noninstitutionalized population were 
covered  by p re p a id  g ro u p  practice p lans 
com pared with 151.6 million o r 72.5 percent 
covered by fee-for-service type plans only. 
H ow ever, a com parison  o f  fee-for-service 
with p repaid  group  plans shows tha t patterns
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of m em bership for both types of coverage 
were similar by age and sex. In central cities, 
prepaid  group m em bership was p roportion ­
ately h igher for all o ther people than for 
white people. While 50 percent o f the p re ­
paid g roup  m em bers resided in the West, 
only 15 percent o f the fee-for-service m em ­
bers resided there. About 5 percent o f  the 
p re p a id  g ro u p  m em bers re s id ed  in th e  
South.
Table 162. Personal health care expenditures and percent distribution, according to source of payment and type of
expenditure: United States, fiscal year 1977


















Aggregate amount in millions
Total ___ $142,586 $43,274 $99,312 $39,299 $2,891 $57,121
Hospital care _ 65,627 3,866 61,760 24,021 1,540 36,199
Physician services 32,184 12,501 19,683 11,817 42 7,824
Dentist services . 10,020 7,966 2,054 1,554 - 500
Drugs and drug sundries ____ . 12,516 10,400 2,116 973 _ 1,143
Other professional services _____ 3,212 1,398 1,814 777 113 924
Eyeglasses and appliances ______  . 2,086 1,917 169 39 - 130
Nursing homes _____ 12,618 5,226 7,393 118 91 7,184
Other health services _ . 4,322 - 4,322 - 1,105 3,217
Per capita amount
Total _________ $646.11 $196.09 $450.02 $178.08 $13.10 $258.84
Hospital care __ 297.39 17.52 279.86 108.85 6.98 164.03
Physician services _ _ _ 145.84 56.65 89.19 53.55 0.19 35.45
Dentist services____ 45.41 36 10 9.31 7.04 - 2.27
Drugs and drug sundries . 56.71 47.13 9.59 4.41 - 5.18
Other professional services _ ____ _ 14.56 6.33 8.22 3.52 0.51 4.19
Eyeglasses and appliances _ 9.45 8.69 0.77 0.18 - 0.59
Nursing homes _________  _ 57.18 23.68 33.50 0.53 0.41 32.55
Other health services ___ 19.58 - 19.58 - 5.01 14.58
Percent distribution
Total _ . _______  _ 100.0 100.0 100.0 100.0 100.0 100.0
Hospital care _ _ ______ 46.0 8.9 62.2 61.1 53.3 63.4
Physician services 22.6 28.9 19.8 30.1 1.5 13.7
Dentist services- _ _____________ __ 7.0 18.4 2.1 3.9 - 0.9
Drugs and drug sundries 8.8 24.0 2.1 2.5 - 2.0
Other professional services _________ 2.3 3.2 1.8 2.0 3.9 1.6
Eyeglasses and appliances 1.5 4.4 0.2 0.1 - 0.2
Nursing homes ______ 8.8 12.1 7.4 0.3 3.1 12.6
Other health services___ 3.0 - 4.4 - 38.2 5.6
SOURCE: Gibson, R. M., and Fisher, C. R.: National health expenditures, fiscal year 1977. Social Security Bulletin 41(7): 
3-20, July 1978.
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Table 163. Health care coverage status, according to type of coverage: United States, 1976
{Data are based on household interviews of a sample of the civilian noninstitutionalized population)
Health care coverage status













Private hospital insurance1 _____  _ . 159,957 159,957 75.9 75.9
Medicare coverage only2 _ . 7,756 167,713 3.7 79.6
Medicaid coverage only3 .  . 12,162 179,875 5.8 85.4
Other programs only4 ________ _ . 5,084 184,959 2.4 87.8
Private hospital insurance, but kind of coverage unknown___ 1,624 186,583 0.8 88.6
Unknown if covered 861 187,444 0.4 89.0
No coverage _ ___ _ 23,200 210,644 11.0 100.0
1 Includes all persons with private hospital insurance coverage whether or not they have other coverage (e.g. Medicare) 
as well.
2 Includes persons over 65 years of age who have Medicare with no private coverage and persons under 65 years of 
age who have Medicare with no other public or private coverage.
3 Includes persons who did not have private insurance or Medicare, and reported either (a) receipt of Medicaid services 
in the previous year, or (b) eligibility for Medicaid as a reason for not having other coverage, or (c) receipt of benefit 
payments under Aid to Families with Dependent Children or Supplemental Security Income in the past year.
4 Includes military (Civilian Health and Medical Program of the Uniformed Services), Veterans Administration, private 
surgical coverage only, and professional courtesy as reasons for holding no other type of public or private coverage.
NOTE: In order to avoid multiple counting of individuals, these estimates were derived by assigning each individual to 
one coverage category only. Persons with both private insurance and Medicare, for example, were placed in the private 
insurance category. As a result, Medicare and Medicaid estimates do not correspond to counts available from those 
programs.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Unpublished data from the Health 
Interview Survey.
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T a b le  164. H e a lth  c a re  c o v e ra g e  s ta tu s , a c c o rd in g  to  ty p e  o f  c o v e ra g e  a n d  se le c te d  ch arac te ris tic s : U n ite d  S ta te s , 19 76







































Total1 2 3 __ 167,713 79.6 12,162 58 5,084 2.4 23,200 11.0
Age
Under S years ____ 13,237 70.0 2,373 12.5 631 3.3 2,469 13.0
6-18 years .  . 37,942 75.3 4,550 9.0 1,474 2.9 5,825 11.6
19-54 years . 79,283 77.5 4,177 4.2 2,365 2.4 12,550 12.6
55-64 years _ _ 16,292 82.1 815 4.1 527 2.7 1,919 9.7
65 years and over _ 20,958 96.1 247 1.1 87 0.4 .437 2.0
Sex
M ale______ _ __ _ 81,367 80.1 4,923 4.8 2,381 2.3 11,748 11.6
Female. _ _ _ _ 86,346 79.2 7,239 6.6 2,704 2.5 11,452 10.5
Color
White __ _ __ __ 150,855 82 5 6,883 3.8 4,369 2.4 18,675 10.2
All o th e r__ . _ __ 16,858 60.7 5,279 19.0 716 2.6 4,525 16.3
Family income
Less than $3,000 _ .. 6,409 51.0 3,068 24.4 176 1.4 2,740 21.8
$3,000—$4,999 9,097 55.4 3,438 20.9 194 1.2 3,500 21.3
$5,000-6,999 _ . 11,534 62.8 2,271 12.4 470 2.6 3,857 21.0
$7,000-9,999 _ _ . . . 18,327 75.8 1,097 4.5 843 3.5 3,658 15.1
$10,000-14,999 38,619 86.8 715 1.6 1,283 2.9 3,437 7.7
$15,000 or more 69,960 92.3 3 426 0.6 1,663 2.2 3,104 4.1
Place of residence
SMSA, central city . 46,109 75.1 6,008 9.8 1,409 2.3 7,168 11.7
SMSA, outside central___ 70,219 84.8 2,983 3.6 1,892 2.3 6,669 8.1
Outside SMSA, nonfarm 46,354 77.4 3,069 5.1 1,676 2.8 8,106 13.5
Outside SMSA, farm ___ 5,031 76.9 102 1.6 107 1.6 1,257 19.2
Geographic region
Northeast _ __ 40,394 83.1 3,449 7.1 468 1.0 3,683 7.6
North Central ____ 47,973 85.3 2,752 4.9 464 0.8 4,458 7.9
South __ ___ 50,717 75.1 3,471 5.1 2,682 4.0 9,833 14.6
W est_____  _ . 28,629 74.9 2,490 6.5 1,470 3.8 5,225 13.7
1 Excludes 1,624 thousand persons who said they had hospital insurance but did not know the kind of coverage they 
had and 861 thousand persons who did not know if they were covered by health insurance.
2 Includes unknown family income.
3 Persons with high incomes can qualify for Medicaid in at least 2 ways: (1) previous year's income is employed, yet 
family dissolution or catastrophic illness could have occurred in the survey year causing Medicaid use or eligibility; (2) in 
certain States, large families with incomes in excess of $15,000 could qualify for Medicaid coverage.
NOTE: The information in the footnotes and general note for table 163 also apply to this table.




T a b le  165 . H e a lth  c a re  c o v e ra g e  s ta tu s , a c c o rd in g  to  ty p e  o f  c o v e ra g e , o c c u p a tio n , a n d  in d u s try : U n ite d  S ta tes , 19 7 6




or Medicare Medicaid Other programs No insurance
Number of Percent Number of Percent Number of Percent Number of Percent
persons in of persons in of persons in of persons in of
thousands population thousands population thousands population thousands population
167,713 79.6 12,162 5.8 5,084 2.4 23,200 11.0
13,207 92.6 75 0.5 204 1.4 663 4.6
9,184 89.5 *32 *0.3 199 1.9 741 7.2
4,947 84.6 84 1.4 156 2.7 591 10.1
14,249 87.9 274 1.7 294 1.8 1,150 7.1
10,260 84.0 136 1.1 169 1.4 1,504 12.3
9,328 83.6 278 2.5 106 0.9 1,289 11.6
2,827 80.8 61 1.7 55 1.6 496 14.2
3,010 72.2 103 2.5 75 1.8 906 21.7
1,164 78.4 *2 *0.1 *16 *1.1 289 19.5
591 53.9 37 3.4 *15 *1.3 449 41.0
8,676 77.3 394 3.5 310 2.8 1,672 14.9
683 62.4 103 9.4 *23 *2.1 273 25.0
1,078 66.4 126 7.8 41 2.6 334 20.5
88,509 76.0 10,457 9,0 3,422 2.9 12,842 11.0
2,125 67.8 51 1.6 38 1.2 895 28.6
69 68.3 *4 *4.0 - - *19 *18.3
697 91.0 *6 *0.8 *6 *0.7 53 6.9
4,456 76.3 77 1.3 103 1.8 1,119 19.2
19,530 89.0 298 1.4 161 0.7 1,685 7.7
5,155 88.5 66 1.1 59 1.0 461 7.9
14,878 80.1 385 2.1 441 2.4 2,565 13.8
4,578 90.3 *30 *0.6 91 1.8 316 6.2
21,597 84.2 585 ■ 2.3 502 2.0 2,671 10.4
5,095 89.4 73 1.3 225 3.9 253 4.4
1,023 66.0 130 8.4 37 2.4 320 20.6
88,509 76.0 10,457 9.0 3,422 2.9 12,842 11.0
Total
Occupation
Professional, technical, and kindred
workers _________________________
Managers and administrators, except
farm ____________________________
Sales w orkers______________________
Clerical and kindred workers ---------------
Craftsmen and kindred workers ______
Operatives, except transport ---------------
Transport equipment operatives --------
Laborers, except farm -------------------------
Farmers and farm managers ---------------




Not in labor force _______
Industry
Agriculture ____________________




Transportation and public utilities .
Wholesale and retail trade ______




Not in labor force ______________
' Excludes 1,624 thousand persons who said they had hospital insurance but did not know the kind of coverage they had and 861 thousand persons who did 
not know if they were covered by hospital insurance.
NOTE: The information in the footnotes and general note for table 163 also apply to this table.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Unpublished data from the Health Interview Survey.
406 T a b le  166. P erson s u n d e r  6 5  y e a rs  o f  a g e  w ith  p r iv a te  h o sp ita l in s u ra n c e  c o v e ra g e , ac co rd in g  to  fa m ily  in c o m e  an d  ag e: U n ite d  S ta tes , 19 76


























All ages under 65 years ___ 188,844 146,340 77.5 All ages under 65 years ___ 21,448 15,627 72 9
Under 17 years 65,185 48,168 73.9
17-24 years 26,638 18,743 70.4 2 44025-44 years 53,770 43,845 81.5 r 86? 4 35345-64 years 43,253 35,585 82.3 4^547 3,714 81.7
Less than $3,000 $10,000-$14,999
All ages under 65 years ___ 9,371 3,298 35.2 All ages under 65 years ___ 42,163 36,358 86.2
Under 17 years 2,686 561 20.9
17-24 years 2,799 1,509 53.9 14 9Q0
25-44 years __ 1,726 442 25.6 4 30845-64 years 2,160 786 36.4 •p 271
45-64 years 8,506 7,600 89 4$3,000-$4,999
$15,000 or more
All ages under 65 years ___ 11,840 4,547 38.4
All ages under 65 years ___ 73,156 67,412 92.1
Under 17 years 4,302 1,167 27.1
17-24 years 2,258 1,052 46.6 ?4 346
25-44 years 564 912 35.5 ft 03Q 6 811
45-64 years . 2,716 1,417 52.2 ?  ^3 30




All ages under 65 years ___ 14,959 8,135 54.4
Under 17 years __ . 5,428 2,404 44.3
17-24 years________ 2,717 1,523 56.1
25-44 years _ ____ 3,520 1,941 55.1
45-64 years 3,294 2,267 68.8
' Includes unknown family income.
SOURCE. Division of Health Interview Statistics, National Center for Health Statistics. Unpublished data from the Health Interview Survey.
Table 167. Persons under 65 years of age with private hospital insurance coverage, according to color, family income, and
age: United States, 1976





















All ages under 65 years . _____ 14,973 29,544 105,613 6,239 6,863 9,706
Under 17 years 4,260 9,859 35,663 2,727 3,092 3,672
17-24 years ______  .  _ _ 3,978 5,238 12,186 1,078 994 1,248
25-44 years ___  _ _ _ __ 3,053 7,623 33,469 1,238 1,758 3,132
45-64 years 3,681 6,823 24,295 1,195 1,019 1,653
Number insured in thousands
All aqes under 65 years 6,282 19,843 95,705 1,563 3,919 8,065
Under 17 years ___ _ ___ 1,231 5,981 32,094 497 1,544 2,916
17-24 years _ _ _____ . 2,267 3,443 10,202 294 520 917
25-44 years 990 5,141 30,888 364 1,153 2,810
45-64 years _ _ __ __ 1,794 5,278 22,522 408 703 1,421
Percent insured
All ages under 6 5 years. _ ___ . . . 42.0 67.2 90.6 25.0 57.1 83.1
Under 17 years 28.9 60.7 90.0 18.2 49.9 79.4
17-24 years ... _ 57.0 65.7 83.7 27.2 52.3 73.5
25-44 y e a rs ________________ _ __ . . . 32.4 67.4 92.3 29.4 65.6 89.7
45-64 years 48.7 77.4 92.7 34.2 69.0 86.0





Table 168. Persons 65 years of age and over with supplemental health insurance coverage, according to color, type of coverage, and family income:
United States, 1976


































Number of persons in thousands
All incomes5 19,768 1,833 6,117 11,165 653 2,030 127 1,219 491 193
Less than $3,000 . 2,658 133 1,372 1,032 121 547 *9 404 78 56
$3,000-$4,999 ________________ 4,005 236 1,485 2,201 83 566 *29 357 137 43
$5,000—$6,999 3,183 255 892 1,950 86 226 *13 108 95 *10
$7,000-$9,999 2,581 305 537 1,691 48 145 *13 72 37 *23
$10,000-514,999______________ 2,183 283 458 1,382 60 126 *11 54 47 *14
$15,000 or more _ __ . 2,509 411 478 1,505 115 131 *22 54 49 *6
Percent distribution
All incomes5 100.0 9.3 30 9 56.5 3 3 100 0 6.3 60.0 24 2 9.5
Less than $3,000 100 0 5.0 51.6 38 8 4 5 100.0 *1.6 73.9 14.3 10.2
$3,000-54,999 100.0 5.9 37.1 55 0 2.1 100.0 *5.1 63.1 24.2 7.6
$5,000-56,999 100.0 8.0 28.0 61.3 2.7 100.0 *5.7 47.8 42.0 *4.4
$7,000-59,999 100.0 11.8 20 8 65.5 1.9 100.0 *9.0 49.6 25.5 *15.9$10,000-514,999 100.0 13 0 21.0 63.3 2.7 100.0 *8.7 42.9 37.3 *11 1
$15,000 or more 100.0 16.4 19 0 60.0 4.6 100.0 *16 8 41.2 37.4 *4.6
1 Includes persons who have private health insurance and who do not explicitly say they have Medicare.
2 Includes persons who have Medicare and who do not explicitly say they have private health insurance
3 Includes persons who have private hospital insurance and Medicare.
4 Includes persons who do not fall into previous categories; persons who are not sure of their coverage, persons who do not have any coverage, and persons 
who have Medicaid coverage only.
5 Includes unknown income
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Unpublished data from the Health Interview Survey.
T a b le  16 9 . P riv a te  h e a lth  in s u ra n c e  c o v e ra g e  s ta tu s , a c c o rd in g  to  ty p e  o f  p la n  a n d  s e le c te d  ch a ra c te ris tic s :
U n ite d  S ta te s , 19 7 5












Number of persons in thousands
Total _ __ ______ 209,065 158,085 6,532 151,552 47,433 3,547
Age
Under 17 years _ _ ___ 61,945 45,090 2 ,0 1 0 43,079 15,647 1,208
17-44 years _ _ _______ 82,738 64,224 2,664 61,561 17,155 1,358
45-64 years _ _ _ _ _  _ _ __ 43,094 35,481 1,451 34,031 6,989 623
65 years and over _ _ _ _ _  _ 21,287 13,290 408 12,882 7,641 357
64 years and under _ ____ 187,777 144,795 6,124 138,671 39,792 3,190
Sex
Male ___ _ ____ _____ 100,865 77,231 3,234 73,997 21,925 1,709
Fem ale___________ _________ 108,199 80,853 3,298 77,555 25,508 1,838
Color
White 181,874 143,028 5,310 137,718 36,058 2,788
All other _ _ _ ____  _ 27,191 15,057 1 ,2 2 2 13,834 11,374 759
Place of residence
SMSA. central city 61,562 43,646 2,930 40,717 16,710 1,205
SMSA, outside central city 82,093 67,464 3,018 64,446 13,305 1,324
Outside SMSA, nonfarm 58,700 42,201 543 41,659 15,604 895
Outside SMSA. farm 6,710 4,773 42 4,731 1,814 124
Geographic region
Northeast 49,086 38,790 2,148 36,642 9,442 854
North Central 55,892 46,148 763 45,385 9,030 ■ 714
South 66,854 46,650 359 46,291 18,880 1,324
West 37,233 26,497 3,263 23,234 10,081 655
Family income1
1 ess than S3,000 14,676 5,351 171 5,180 9,014 311
$3,000—$4,999 17,074 7,530 241 7,289 9,197 348
$5,000—$9,999 45,273 30,561 962 29,600 14,014 698
$10,000-$14.999 47,103 40,470 1,689 38,780 5,960 674
$15,000-$24,999 48,872 44,290 2 ,2 1 1 42,080 4,015 567
$25,000 or more _ _ ___ 20,996 19,395 978 18,417 1,382 219
1 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Unpublished data from the Health 
Interview Survey.
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T a b le  1 7 0 . P r iv a te  h e a lth  in s u ra n c e  c o v e r a g e  s ta tu s  p e rc e n t d is tr ib u t io n , a c c o rd in g  to  ty p e  o f  p la n  a n d  s e le c te d
ch a ra c te ris tic s : U n ite d  S ta te s , 1975















Total1 __ 1 0 0 .0 ' 10 0 .0 10 0 .0 10 0 .0 10 0 .0 10 0.0
Age
Under 17 years 29.6 28.5 30 8 2 8  4 3 3  n
17-44 years 39.6 40.6 40 8 40 fi 3P 2
45-64 ye ars__ 2 0 .6 22 4 2 ?  2 2 2  R 14 7
65 years and over 10 .2 8.4 6.2 8.5 16.1 10 .1
64 years and under __ 89.8 91.6 93.8 91.5 83.9 89.9
Sex
Male 48.2 48.9 49.5 48.8 ■ 46.2 48.2
Female __ 51.8 51.1 50 5 51.2 53.8 51.8
Color
White 87.0 90.5 81.3 90.9 76.0 78.6
All other 13.0 9 5 18.7 9.1 24.0 21.4
Place of residence
SMSA, central city _ 29.4 27.6 44.9 26.9 35.2 34.0
SMSA, outside central city 39.3 42.7 46.2 42.5 28.1 37.3
Outside SMSA, nonfarm 28.1 26.7 8.3 27.5 32.9 25.2
Outside SMSA, farm 3.2 3 0 0 6 3.1 3.8 3.5
Geographic region
Northeast _ 23.5 24.5 32.9 24.2 19.9 24.1
North Central 26.7 29.2 11.7 29.9 19.0 2 0 .1
South __ 32.0 29.5 5.5 30.5 39.8 37.3
West 17.8 16.8 50.0 ■ 15.3 21.3 18.5
Family income
Less than $3,000 _ 7.0 3.4 2 .6 3.4 ' 19.0 8.8
$3,000-$4,999 8 .2 4.8 3.7 4.8 19.4 ' 9.8
$5,000-$9,999 21.7 19.3 14.7 19.5 29.5 19.7
$10,000-$14,999 22.5 25.6 25.9 25.6 12 .6 19.0
$15,000-$24,999 23.4 28.0 33.8 27.8 8.5 16.0
$25,000 or more __ 10 .0 12.3 15.0 1 2 .2 2.9 6.2
1 Includes unknown family income.
SOURCE: Division of Health Interview Statistics, National Center for Health Statistics: Unpublished data from the Health 
Interview Survey. '
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E. Medical Care Price Changes
T he C onsum er Price Index  (CPI), com ­
piled by the D epartm ent o f Labor’s B ureau 
o f  Labor Statistics, is the m ajor source o f 
inform ation regard ing  price changes in the 
A m erican economy. While the CPI is often 
said to m easure changes in the cost o f living, 
its correct technical definition is m ore restric­
tive. T he  CPI is designed to m easure the 
change in prices o f a given “m arket basket” 
o f goods and services representative o f the 
purchases o f urban wage earners and clerical 
workers. In o ther words, the CPI m easures 
changes over time in the p rices 'o f the same 
set o f goods’ and  services, excluding (at least 
in concept) changes in the quality and quan­
tity purchased. T he prices o f representative 
health  services and drugs are included in the 
m edical care index , and  health  in surance 
p rem iu m s a re  e s tim a ted  by u sin g  p roxy  
m easures for changes in the price o f covered 
services and in overhead. T he  data are col­
lected directly from  providers located in 85 
m e tro p o lita n  an d  n o n m e tro p o lita n  areas 
across the country.
T he CPI has been criticized fo r no t taking 
changes in the quality o f health services and 
products into account and for no t pricing 
items that are representative o f actual m edi­
cal treatm ents and  practices. N evertheless, 
the medical care com ponent o f  the CPI is still 
the  most widely used indicator o f  health care 
inflation. •
Historically, m edical care price increases 
have exceeded the increase registered by the 
total (all items) C onsum er Price Index , al­
though the rate o f increase has varied over 
d ifferen t periods o f  time. T he overall CPI in 
1977 was 2 1 /2 tim es h ig h e r  th a n  in 1950, 
having increased at an average rate o f 3.5 
percent jper year. D uring the same interval, 
the price o f medical care almost quadrup led , 
increasing at an annual rate o f  5 percent. 
Charges for hospital rooms increased at an 
annual rate o f 8.9 percent. Physicians’ and
dentists’ fees increased at an annual rate  o f 5 
p ercen t and  4 percen t, respectively. D rug 
prices rose an average 1.6 percent per year.
A lthough there  was some acceleration in 
th e  ra te  o f  inc rease  fo r  th e  o vera ll C PI 
du ring  the year, medical care prices rose at 
about the same rate in 1977 as in 1976 (9.6 
percent). T he  rate o f  increase for medical 
service prices actually slowed slightly, bu t this 
deceleration was offset by la rger price in­
creases for prescription drugs. In  1977, hos­
pital charges an d  physicians’ fees rose a t 
m uch lower rates than  during  each o f the 
previous 2 years; this reflected the apparen t 
end o f the catchup period o f increases tha t 
followed the lifting o f  price and  wage con­
trols im posed un d er the .Economic Stabiliza­
tion  P rog ram  (A ugust 1 9 7 1 -A pril 1974). 
Medical care prices increased at an- annual 
rate o f 7.8 percent du rin g  the first q u arte r o f 
1978. Physicians’ and  dentists’ fees increased 
at an ann u a l ra te  o f  6.1 p ercen t and  8.9 
percent, respectively. H ospital room  rates, 
how ever, rose a t an  a n n u a l ra te  o f  12.9 
percen t to a level 11 percent above March
1977. T he prices o f  drugs and  prescriptions 
increased a t an annual rate o f 6 percent.
T he B ureau o f  Labor Statistics has recently 
com pleted a com prehensive revision o f  the 
C onsum er Price In d ex . T h e  revision was 
designed to update the weights assigned to 
the various goods and  services included in 
the CPI, the sam ple o f items for which prices 
are collected, and the Sample o f retail outlets 
and  providers from , which prices .are col­
lected, and also to im prove the m ethods o f 
price collection and calculation used for the 
index. T he revised index was in troduced in 
January  1978. T he list o f  items priced for the 
medical care index has undergone consider­
able expansion, and  includes additional phy­
sician specialty, hospital, and  dentist services. 
Also, prices o f medical equipm ent and nu rs­
ing hom e services are being included in the 
CPI for the first time.
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412 Table 171. Consumer Price Index (1967 -  100) for all items and medical care components: United States, selected years 1950-77
(Data are based on reporting by samples of providers and other retail outlets)
Item and Year
medical care component 1950 1955 1960 1965 1970 1971 1972 1973 1974 1975 1976 1977
Consumer Price Index
CPI, all items _ _ __ 72 1 80.2 88.7 94.5 116.3 121.3 125.3 133.1 147.7 161.2 170 5 181.5
Less medical care _ _ . . . — . . . 89.4 94.9 116.1 120.9 124.9 132.9 147.7 160.9 169.7 180.3
CPI, all services _ _ _ 58 7 70 9 83.5 92.2 121.6 128.4 133.3 139 1 152.1 166 6 180.4 194.3
All medical care . . . 53.7 64.8 79.1 89.5 120.6 128.4 132.5 137.7 150.5 168.6 184.7 202.4
Medical care services _ 49.2 60.4 74.9 87.3 124.2 133.3 138.2 144.3 159.1 179.1 197.1 2 1 6 .7 -
Hospital service charges' — . . . . . . — — — 102 0 105.6 115.1 132.3 148.7 164.1
Semiprivate room 30 3 42.3 57.3 75.9 145.4 163.1 173 9 182.1 201.5 236 1 268.6 299.5
Operating room charges — . . . ... 82.9 142.4 156.2 168.6 179.1 201.3 239.4 274.8 311.3
X-ray diagnostic series, upper
G.l. _________________ . . . . . . . . . 90 9 110.3 124.9 129.1 131 8 140.6 156.2 174.6 189.4
Professional services:
Physician fees . 55.2 65.4 77.0 88.3 121 4 129.9 133.8 138.2 150.9 169.4 188.5 206.0
General physician, office visits.- 54.9 65.4 75.9 87.3 122 6 131.4 134.8 139.5 154.3 173.9 193.8 212.1
General physician, house visits.. 52.9 61.2 75.0 87.6 122.4 131.0 136.7 141.7 151.3 170.5 189.8 205.7
Herniorrhaphy (adult) . . . . . . . . . 91.3 115.0 123 4 128.2 131.3 138.6 152.3 169.3 183.7
Tonsillectomy and
adenoidectomy 60.7 69.0 80.3 91.0 117.1 125.2 129.9 132.3 144.2 163.3 179.2 200.2
Obstetrical cases__________ 51.2 68.6 79.4 89.0 121.8 129.0 133.8 128.1 149.0 167.2 192.1 207.8
Pediatric care, office visits ____ . . . . . . ... 85.8 122.7 132.0 136 2 140.5 153.4 172.5 192.7 213.1
Psychiatrist care, office visits__ ... — ... 92.1 1194 124.8 129.2 133 6 141.0 153.0 163.9 173.0
Dentist fees _ 63.9 73.0 82.1 92.2 119.4 127 0 132.3 1364 140.8 161 9 172.2 185.1
Other professional services:
Exam ination, prescription, and
dispensing eyeglasses ______ . 73.5 77.0 85.1 92.8 113.5 120.3 124.9 129.5 138.6 149.6 158.9 168.2
Routine laboratory tests ________ ... ... ... 94.8 111.4 116.1 120.4 122.8 135.4 151.4 160.5 169.4
Drugs and prescriptions ________ 88.5 94.7 104.5 100.2 103.6 105.4 105.6 105.9 109.6 118.8 126.0 134.1
Prescriptions ______________ 92.6 101 6 115.3 102.0 101.2 101.3 100.9 100.5 102.9 109.3 115.2 122.1
Over-the-counter item s________ . . . • — . . . 98.0 106.2 110.2 111.3 112.4 117.6 130.1 138.9 148.5
1 Jan. 1972 = 100 (the date the index was introduced).
SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases.
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T a b le  172. C o n s u m e r P rice In d e x  a v e ra g e  a n n u a l p e rc e n t c h a n g e  fo r  all ite m s  a n d  m e d ic a l c a re  c o m p o n e n ts : U n ite d  S ta te s , se lec ted  y e a rs  1 9 5 0 -7 7



























Average annual percent change
• CPI, all items 2.2 2.0 1.3 4.2 6.8 4.3 3.3 6.2 11.0 9.1 5.3 6.5
Less medical care _ _________________ . . . ... 1.2 4.1 6.7 4.1 3.3 6.4 11.1 8.9 5.5 6.2
CPI, all services . .  __________________ 3.9 3.3 2.0 5.7 - 6.5 5.6 3.8 4.4 9.3 9.5 8.3 7.7
All medical care _ . ________ _______ 3.8 4.1 2.5 6.1 7.0 6.5 3.2 3.9 9.3 12.0 9.5 9.6
>6. o S tr . 9 (r
jMedical care services __ _____________ ____ 4.2 4.4 3.1 7.3 7.6 7.3 3.7 4.4 10.2 12.6 10.1 9.9
Hospital service charges ____________________  __________ ___ ... ... _ ... ... ... 3.5 9.0 14.9 12.4 10.4
' Semiprivate ro o m ____ ___________________ 6.9 6.3 5.8 13.9 10.2 12.2 6.6 4.7 10.7 17.2 13.8 11.5
Operating room charges____ __________________ ____ . . . ... 11.4 10.9 9.7 7.9 6.2 12.4 18.9 14.8 13.3
X-ray diagnostic series, upper G.l---------------------  . . . . ___ — — — 5.1 7.2 7.4 3.4 2.1 6.7 11.1 11.8 8.5
Professional services:
Physician fees___________ _ ___ ___ _____ 3.5 3.3 2.8 6.0 6.9 7.0 3.0 3.3 9.2 12.3 11.3 9.3
General physician, office visits ____  _ ________  .  . 3.6 3.0 2.9 7.0 7.2 7.2 2.6 3.5 10.6 12.7 11.4 9.4
General physician, house visits .  . . .  ._ . .  . 3.0 4.2 3.2 6.9 6.9 7.0 4.4 3.7 6.8 12.7 11.3 8.4
Herniorrhaphy (adult) ______________________________ — ... ... 4.7 5.8 7.3 3:8 2.4 5.6 9.9 11.2 8.5
. Tonsillectomy and adenoidectomy .  . . . . .  ___ 2.6 3.1 2.5 5.2 6.9 6.9 3.8 2.2 8.5 13.3 9.7 11.7
Obstetrical cases __________ . . . .  . . . ____ 6.0 3.0 2.3 6.5 6.5 5.9 3.7 3.2 7.9 12.2 14.9 8.2
Pediatric care, office visits __________________________ — ... ... 7.4 7.1 7.0 3.2 3.2 9.2 12.5 11.7 10.6
, Psychiatrist, office visits ____________________________ — ... ... 5.3 6.3 4.5 3.9 3.4 5.5 8.5 7.1 5.6
1 Dentist fees _ ______________________ 2.7 2.4 2.4 5.3 6.3 6.4 4.2 3.0 7.6 10.3 6.4 7.5
Other professional services:
Examination, prescription, and dispensing eyeglasses _____ 1.0 2.0 1.7 4.1 5.7 6.0 3.8 3.7 7.1 7.9 6.2 5.9
Routine laboratory tests ________________________________ — ... ... 3.3 6.3 4.2 3.7 2.0 10.3 11.8 6.0 5.5
Drugs and prescriptions _________________  ______________ 1.4 2.0 0.8 0.7 2.8 1.7 0.2 0.3 3.5 8.4 6.1 6.4
Prescriptions ____  _ . .  ________ __ _____ _____ _ 1.9 2.0 -2 .2 -0.1 1.6 0.1 -0 .4 -0 .4 2.4 6.2 5.4 6.0-^
Over-the-counter items . . .  . . .  ________________ . . . ... ... 1.6 4.1 3.8 1.0 1.0 4.5 10.7 6.8) 6.9 ]
SOURCE: Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases. ■ 3  ^ S ' * 1)
/ / © . o r  (‘t t y  4- / 6 < r > f ( t ^ z s
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F. Hospital Expenses
Both payroll and nonpayroll expenses of 
hospitals have continued to increase rapidly. 
Overall, the average am ount expended  by 
hospitals per inpatient day o f care increased 
by 14 percent between 1976 and 1977. Such 
hospital outlays have been increasing more 
or less steadily for a num ber o f years; the 
1977 per patient day average was 4 times as 
great as the 1966 average and twice as great 
as the 1971 average.
Two m easures—the Hospital Costs Index 
(H C I) an d  the  H osp ita l In ten sity  Index  
(H II)—can be used to distinguish between 
the portion of increased expenses o f hospitals 
resulting from increased prices that m ust be 
paid for goods and services and the portion 
resulting from increased quantities o f goods 
and services provided per patient day. The 
HCI measures the effect o f rising wages and 
prices on hospital expenses. Between 1970 
and 1977, the HCI rose at an annual rate of
7.8 percent. The H II measures changes in 
the quantities of services provided in a day o f 
hospital care. This index increased at an 
ann u a l rate o f 4.1 percen t from  1970 to 
1977. Hospital budgets are therefore growing 
larger not only because o f wage and price 
increases but also because o f increases in the 
service intensity and the volume o f  X-rays, 
laboratory tests, and drugs adm inistered per 
patient day.
In 1977, payroll expenses accounted for 
about 50 percent o f the cost of operating a 
hospital. However, payroll costs as a p ropo r­
tion of hospital expenses per patien t day 
have been decreasing steadily since 1966. 
From 1955 until about 1960, they increased 
at a faster rate than nonpayroll expenses. 
Since that time, nonpayroll expenses for p u r­
chased goods and services, new equipm ent, 
and overhead have been increasing at a faster 
rate. H igher payroll costs are the result o f an 
increase in the num ber o f workers employed 
and their wage rates, an upgrading o f the 
skills of hospital workers as they trea t patients 
with increasingly complex technology, and a 
shortening o f hospital work weeks. T he last 
two factors are chiefly responsible for the 
long-term  increase in the num ber o f person­
nel per 100 patients.
T he growth in hospital expenditures over 
the last 10 years has also been accompanied 
by changes in the earnings o f hospital work­
ers relative to o ther workers in the economy. 
From  1969 to 1977, the  a n n u a l ra te  o f  
increase in nonsupervisory hospital employee 
hourly earn ings (7.8 percent) was g rea ter 
than that of nonsupervisory workers in non­
farm , services, and m anufacturing occupa­
tions (7.1, 7.7, and 7.4 percent, respectively). 
Hospital w orkers’ average weekly earnings 
are below the average earnings o f all private 
nonfarm  production workers. However, such 
broad  com parisons o f hospital em ployees’ 
wages relative to those o f nonagricu ltu ra l 
workers fail to account for interindustry wrage 
differentials and skill levels. Nevertheless, a 
com parison can be made between the wage 
levels o f various hospital workers in eight 
cities from  1963 to 1975, based on Labor 
D epartm ent surveys o f the hospital industry. 
General duty nurses and medical technolo­
gists are considered professional jobs; nu rs­
ing aides and cleaners are considered non­
professional.
For all cities and all occupations except 
payroll clerks, the growth in earnings from 
1963 to 1975 was greater for nonsupervisory 
hospital workers than for nonsupervisory em ­
ployees in private nonfarm , services, and 
m anufacturing occupations. For the profes­
sional hospital jobs, medical technologists had 
low'er earn ing  increases than nurses in all 
cities except New York and Boston. In some 
cities (i.e., Chicago and Dallas), earn ing  in ­
creases were ra th e r uniform  for all occupa­
tions, while in others, the earnings o f nurses 
aides and cleaners increased more rapidly. In 
all cities, the earn ings o f  payroll clerks in ­
creased at the slowest rate.
Hospital cost inflation has been attributed 
to an increased dem and for a larger num ber 
o f and more expensive services, the result o f 
higher incomes, the spread o f health insur­
ance coverage, the growth o f the population 
over 65 years o f age, and the availability of 
im proved and  m ore costly p rocedures for 
trea tm en t and  diagnosis. For most o f  the 
period since 1960, the increasing unit costs 
of hospital inputs (i.e., wage rates and the 
prices o f purchased goods and services) have 
been responsible for somewhat m ore than
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half o f the total increase in cost per patient 
day. T he expenses associated with im prove­
m ent and  expansion o f services accounted 
for the rem ainder. T herefo re , changes in the
quantity and  quality o f services provided by 
hospitals accounted for a little less than  half 
o f the increased expense o f  providing hospi­
tal care from  1960 to 1976.
Table 173. Hospital expenses per patient day, personnel and number per 100 patients, and average annual percent change:
United States, selected years 1955-77
(Data are based on reporting by a sample of hospitals)
Year and 
period












1955 ___  . . . $ 23.12 $14.26 $ 8.86 61.7 826 203
1960 _. . 32.23 20.08 12.15 62.3 1,080 226
1963 ___  . 38.91 24.01 14.90 61.7 1,277 241
1966 . . .  . 48.15 29.41 18.74 61.1 1,532 261
1969 ____  .  . 70.03 41.36 28.67 59.6 1,824 .280
1970 ______  .  . . 81.01 47.30 33.71 58.4 1,929 292
1971 .  .  ______ 92.31 53.80 38.51 58.3 1,999 301
1972 __ .  . . 105.21 59.79 45.42 56.8 2,056 310
1973 . . . .  . . 114.69 63.86 50.83 55.7 2,149 315
1974 128.05 69.83 58.22 54.5 2,289 326
1975 151.42 80.34 71.08 53.1 2,399 339
1975 '173.68 '89.66 '84.02 '51.6 2,483 347
1977 ___  . 198.23 99.67 98.56 50.3 2,581 360
Average annual percent change
1955-77 ______ 10.3 9.2 11.6 5.3 2.6
1955-50 6.9 7.1 6.5 5.5 2.2
1950-63 6.5 6.1 7.0 5.7 2.2
1953-66 7.4 7.0 7.9 6.3 2.7
1966-69 13.3 12.0 15.2 6.0 2.4
1970-71 13.9 13.7 14.2 3.6 3.1
1971-72 14.0 11.1 17.9 2.9 3.0
1977-73 9.0 6.8 11.9 . 4.5 1.6
1973-74 11.6 9.3 14.5 6.5 3.5
1974-75 18.3 15.1 22.1 4.8 4.0
1975-76 14.7 11.6 18.2 3.5 2.4
1976-77 .  .  . 14.1 11.2 17.3 3.9 3.7
' Revised figures.
SOURCE: American Hospital Association: Hospital Statistics, 1977 Edition. Chicago, 1977. (Copyright 1977: used with 
the permission of the American Hospital Association.); Personal communication, 1978.
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Table 174. Indicators of hospital cost and price inflation and average annual percent change: United States, 1965-77























1965.__ _______ 75.9 $ 40.56 $ 310.79
1966_____________ 83.5 43.66 _ ... 337.54
1967. _________ 100.0 49.46 _ _ 409.04
1968____________ 113.6 55.80 ___ — 471.30
1969 _________ 128.8 64.26 100.00 100.00 539.25
1970 . . .  ___ 145.4 73.73 108.72 109.61 610.10
1971____________ 163.1 83.43 115.59 115.38 675.01
1972____________ 173.9 34.61 119.56 119.04 744.88
1973____________ 182.1 101.78 125.45 121.21 796.65
1974____________ 201.5 113.21 136.98 126.02 878.84
1975 _________ 236.1 133.08 153.33 131.84 1,016.79
1976____________ 268.6 4152.24 169.09 139.48 41,168.15
1977 _________ 299.5 173.25 184.49 145.64 . 1,316.05
Average annual percent change
1965-77 _________ 12.1 12.9 12.8
1965-69 . .  ___ 14.1 12.2 ... --- 14.8
1970-77 _________ 10.9 13.0 7.8 4.1 11.6
1969-71 _________ 12.5 13.9 7.5 7.4 11.9
1971-73 _________ 5.7 10.5 4.2 2.5 8.6
1973-75 ______ 13.9 14.3 10.6 4.3 13.0
1975-76 _________ 13.8 14.4 10.3 5.8 14.9
1976-77 . . .  . . 11.5 13.8 9.1 4.4 12.7
1 Statistics are for non-Federal short-term general and other specialty hospitals.
2 Hospital Costs Index developed by the American Hospital Association measures prices hospitals pay for resources 
needed to provide services in a typical patient day with quantity held constant.
3 Hospital Intensity Index developed by the American Hospital Association measures the effect of changes in quantity of 
hospital services on hospital costs given constant prices.
4 Revised figures.
SOURCES: American Hospital Association: Hospital Statistics, 1976 and 1977 Editions. Chicago, 1976 and 1977. 
(Copyright 1976 and 1977: used with the permission of the American Hospital Association); American Hospital Association: 
Unpublished data; Bureau of Labor Statistics, U.S. Department of Labor: Consumer Price Index. Various releases; Hospital 
Data Center, American Hospital Association: Personal communication, 1978.
416
Table 175. Average hourly earnings and annual percent change for selected hospital occupations, according to city: United
States, 1963 and 1975
















1963-751963' 1975 1963' 1975
Nonsupervisory employees Dallas
All private, nonfarm ___ $2.28 $4.54 5.9 General duty nurse _ _ __ $2.09 $4.92 7.4
Services____ _ _____ 21.94 4.06 6.9 2.23 5.01 7.0
Manufacturing _ _ _ _ . 2.46 4.81 5.7 1.04 2.64 8.1
Cleaner ___ _ __ _ _ 1.04 2.60 7.9
Hospital Occupations: Payroll clerk _ _ _ _ _ _  _ 1.80 3.55 5.8
Atlanta Los Angeles
General duty nurse______ ____ 1.88 4.79 8.1 2.38 6.19 8.3
Medical technologist _______ 2.08 5.02 7.6 Medical technologist 2.93 7.20 7.8
Nursing aide .  . _ _ ______ .96 2.78 9.3 Nursing aide _ _ 1.57 3.45 6.8
Cleaner ____  _____  ____ .72 2.63 11.4 1.49 3.39 7.1
Payroll clerk ___ __________  . Payroll clerk 2.18 4.28 5.8
Baltimore New York City
General duty nurse_______ 2.05 5.75 9.0 General duty nurse __ ____ 2.40 7.00 9.3
Medical technologist _______ 2.23 5.94 8.5 Medical technologist _ __ 2.33 7.13 9.8
Nursing a id e _____ ___________ 1.15 3.80 10.5 Nursing aide __ 1.49 5.22 11.0
Cleaner ________________ 1.03 3.61 11.0 Cleaner _ __ 1.52 4.88 10.2
Payroll clerk _______________ 1.80 4.31 7.5 Payroll clerk ___  ___ 2.08
Boston San Francisco
General duty nurse_________ 2.15 5.55 8.2 G e n e ra l d u ty  n u rs e 2.39 7.03 9.4
Medical technologist ' . 2.11 5.53 8.4 M e d ic a l te c h n o lo g is t 3.06 7.83 8.1
Nursing aide ______  . . . 1.37 3.47 8.1 N u rs in g  a id e 1.85 4.92 8.5
Cleaner _________ ________ 1.32 3.40 8.2 C le a n e r 1.77 4.53 8.1
Payroll clerk _____  ____ 1.88 4.25 7.0 Payroll clerk 2.09 5.13 7.8
Chicago
General duty nurse___  .  . . . 2.35 5.73 7.7
Medical technologist___  ___ 2.40 5.61 7.3
Nursing aide ' _ _____ _ 1.38 3.70 8.6
Cleaner . . . . ___________ 1.31 3.62 8 .8
Payroll clerk . . . ______ . 2.05 4.32 6.4
1 1963 statistics on nurses and payroll clerks were for women only. 1963 average hourly earnings were derived by 
dividing mean weekly earnings by mean weekly hours for each area and occupation.
2 1964 data.
NOTE: Data are for short-term nongovernmental hospitals.
SOURCE: Bureau of Labor Statistics: Yearbook of Labor Statistics. U.S. Department of Labor. Washington. U.S. 
Government Printing Office, 1977; Bureau of Labor Statistics: industry Wage Survey, Hospitals, Mid-1963 and August 1975- 
January 1976. U.S. Department of Labor. Washington. U.S. Government Printing Office, June 1964 and 1977.
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Table 176. Average annual percent increases in average hospital expenses per patient day, according to contributing factors:
United States, selected years 1960-76
(Data are based on a number of government and private sources)
Contributing factor
Period
1960-651 1965-67 1967-71 1971-73 1974 1975 1976
Average annual percent increase
Total . ____  _____ 6.7 10.4 14.0 10.5 9.8 15.8 14.7
Wages and prices ___ 3.4 3.9 7.8 5.2 6.8 10.7 8.3
Wage ra tes____ __ . . . 4.7 4.8 9.9 6.3 5.2 9.8 9.0
Prices of hospital purchases __ _ 1.3 2.6 4.8 3.8 9.0 11.0 7.1
Services .  _ . 3.3 6.5 6.2 5.3 3.0 5.1 6.4
Hospital employees ___ 1.7 3.9 2.9 2.3 0.7 2.7 2.2
Other expenses2 ___  __ 5.9 10.5 11.0 9.3 6.0 7.5 10.6
Percent of total increase
Wages and prices . . 50.7 37.5 55.7 49.5 69.4 67.7 56.3
Services ___  __  ___ 49.3 62.5 44.3 50.5 30.6 32.3 43.7
1 Statistics calculated on a per patient day basis; statistics for all other periods are calculated on a per adjusted patient 
day basis. The latter includes an approximation of equivalent services to outpatients.
2 Nonlabor expenses such as X-rays, laboratory tests, etc.
SOURCE: U.S. Congress, Congressional Budget Office: Expenditures for Health Care, Federal Programs and Their 
Effects. Washington. U.S. Government Printing Office, Aug. 1977. p. 29.
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G. Nursing Homes: Charges for 
Care and Sources of Payment
Based on surveys o f nursing homes con­
ducted  by the N ational C en ter fo r H ealth 
Statistics in 1964, 1969, and  1973-74 , th e  
average m onthly charge for nursing  hom e 
care increased from  $185 in 1964 to $479 in 
1973-74 o r 159 percent. T he largest percent 
increase in average charges occurred between 
1964 and  1969 w hen charges increased  81 
percent, or about 13 percent per year.
In  contrast, the average charge increased 
by only 43 percent from  1969 to 1973-74, or 
about 8 percent per year. T he slowing o f the 
rate  o f  increase d u rin g  the  5-year period  
after 1969 was in p a rt a consequence o f  the 
p rice  an d  wage con tro ls im posed  by th e  
Economic Stabilization Program  tha t were in 
effect du ring  the latter half o f the period. 
T he  effects o f the controls have apparently  
continued since, the expiration o f  the p ro ­
gram  in the spring  o f 1974. Prelim inary data 
from  the 1977 National N ursing H om e Sur­
vey show the average total m onthly charge 
for nursing hom e residents du ring  tha t year 
was $669, an increase o f 40 percent over the 
3V2 year period between the 1977 and  1973­
74 surveys, o r 10 percent per year.
Over the course o f  a nursing  hom e stay, 
payments for charges may come from  several 
d iffe re n t sources. For exam ple, M edicare 
may pay fully fo r  th e  firs t 20 days o f  a 
nursing hom e stay. However, the nex t 8 days 
may involve only partial paym ent th rough  
Medicare supplem ented by personal funds to 
cover the coinsurance paym ent, about $300 
p e r  m onth  in 1973-74. T h en  M edicaid may 
be u sed  to pay fo r som e p o rtio n  o f  the  
rem ainder o f  the stay. In  general, the longer 
the patient rem ains in a nursing hom e the 
m ore likely it is tha t charges will be paid by 
M edicaid o r  o th e r  public assistance p ro ­
grams.
Data are available regard ing  the  prim ary 
source o f paym ent used by patients for the 
m o n th  p re c e d in g  th e  1973-74  survey  o f  
nursing hom e residents. Since the com ple­
m ent of patients residing in a nursing  hom e 
a t any given point in tim e is d isproportion­
ately m ade u p  o f  long-stay  p a tien ts , th e
inform ation derived from  a survey o f cu rren t 
patients reflects the  sources o f nursing  hom e 
revenue ra th e r than  the fund ing  o f  a typical 
nursing hom e admission.
In  1973—74, M edicaid was the  m ost fre ­
quent prim ary source o f paym ent used for 
charges to residents in nursing homes. Forty- 
eight percen t o f all nursing  hom e residents 
received care financed prim arily by Medicaid. 
T he next most frequen t prim ary source o f 
paym ent was the  resident’s own income o r 
fam ily su p p o rt (37 p ercen t), follow ed by 
o ther public assistance o r w elfare (11 p e r­
cent). O nly a m inority o f  the residents (1 
percen t) used M edicare fo r  p rim ary  pay­
m ent. Less than 1 percen t o f all the residents 
used  each o f  th e  rem a in in g  sources (i.e., 
ch u rch  su p p o rt, V eterans A dm in istra tio n  
contract, initial paym ent/life care, no charge 
for care, and  miscellaneous source) as the 
prim ary source o f  paym ent. Overall, 60 per­
cent o f the residents used public funds (i.e., 
Medicare, Medicaid, o th e r public assistance 
o r welfare) for prim ary paym ent.
T he average m onthly charge for residents 
receiving care prim arily financed by Medi­
care ($754) was significantly h igher than  for 
those whose care was financed by any o ther 
source o f  paym ent. In  com parison, signifi­
cantly lower average charges were paid by 
residents using M edicaid ($503) and  th e ir  
own income or family su ppo rt ($491). T he 
average m onthly charge for residents receiv­
ing care financed by o ther public assistance 
o r  welfare was $381. T he  average charge for 
resid en ts  using  all o th e r  sources was th e  
lowest at $225, probably because o f  the mini­
mal charges fo r the life-care and  no-charge 
residents who are included in this category.
T he Medicaid program , initiated in 1966, 
was designed to ease the b u rd en  o f medical 
care costs for the poor o f all ages. T he 1973­
74 data  show th a t u tilization o f  M edicaid 
funds for nursing  hom e care was extensive. 
Medicaid was the dom inant source o f pay­
m ent fo r most residents in certified facilities. 
T he proportion  o f  Medicaid residents was 54 
percent in facilities certified by both Medi­
care and Medicaid, 59 percent in Medicaid 
certified skilled nursing  homes, and 53 per­
cent in interm ediate care facilities. T he p ro ­
portion o f  private pay residents (i.e., those
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relying on their own income or family sup­
port for prim ary paym ent) was 36 percent in 
facilities certified by both Medicare and M ed­
icaid, 32 percent in Medicaid-certified skilled 
nursing homes, and 36 percent in in term edi­
ate care facilities.
The utilization o f Medicaid benefits was 
greater in large facilities since these facilities 
were most likely to be participating in the 
program . T he  proportion of Medicaid resi­
dents increased from  37 percen t in small 
facilities (less than 50 beds) to 52 percent in 
large facilities (200 beds o r more). In con­
trast, the residents’ use o f their own incomes 
for paym ent correspondingly decreased as 
the size o f the facility increased.
This pattern  may reflect a tendency on the 
part o f private pay residents to utilize lower- 
cost, noncertified services since charges tend 
to be lower in small facilities. In  contrast to 
Medicaid, use of Medicare benefits in nursing 
hom es was in freq u en t. N ationally, only 1 
percent of the residents used this source for 
prim ary paym ent during  the m onth p reced­
ing the survey. About the same proportion 
o f residents used this source regardless of 
the type of service o r ow nership, size, or 
region classification of their facility. Within 
facilities certified by both Medicare and Med­
icaid, Medicare recipients made up only 3 
percent of the residents.
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(Data are based on reporting by a sample of nursing homes)
T a b le  177 . M o n th ly  c h a rg e  fo r  c a re  in n u rs in g  h o m e s  a n d  p e rc e n t d is tr ib u tio n  o f  re s id e n ts , a c c o rd in g  to  s e le c te d  fa c ility  a n d
re s id e n t c h a ra c te ris tic s : U n ite d  S ta te s , 1 9 6 4 ,1 9 6 9 ,  a n d  1 9 7 3 -7 4
Year

























All facilities _ __ $185 100.0 $335 100.0 $479 100.0
FACILITY CHARACTERISTIC 
Type of service provided
Nursing care _ ____  _______ 211 72.0 356 81.4 495 64.8
Personal care with nursing 118 28.0 242 18.6 448 35.2
Ownership
Proprietary 208 60.2 352 68.0 489 69.8
Nonprofit and government 150 39.8 300 32.0 456 30.2
Size
Less than 50 beds . . .  _ ___ ___ 288 27.3 397 15.2
50-99 beds — — 345 36.0 448 34.1
100-199 beds — — 363 26.2 502 35.6
200 beds or more — ... 352 10.6 576 15.1
Geographic region ■
Northeast 209 28.4 395 22.5 651 22.0
North Central 172 36.5 302 36.0 433 34.6
South 162 18.7 311 27.3 410 26.0
West 198 16.5 370 14.2 454 17.4
All residents 185 100.0 335 100.0 479 100.0
RESIDENT CHARACTERISTIC
Age
Under 65 years 162 11.4 288 10.8 434 10.6
65-74 years 186 18.9 332 16.5 473 15.0
75-84 years .................. 188 41.8 343 39.5 488 35.5
85 years and older 190 28.0 343 33.2 485 38.8
Sex
Male __ _ ____ ______  ______ 175 34.6 323 30.4 466 29.1
Female _ __ .  .  __ 191 65.4 340 69.6 484 70.9
Level of care received
Intensive nursing care _ ___ 221 33.0 374 33.7 510 40.6
Other nursing care3. .  _ .  . . 197 30.3 335 43.0 469 42.1
Personal care 162 25.6 293 18.0 435 16.4
No nursing or personal care . .  . 97 11.1 230 5.3 315 0.9
1 Data have been adjusted to exclude residents of persona! care homes.
2 Includes life-care residents and no-charge residents.
•’ Data in 1964 and 1969 for other nursing care correspond to combined data for the limited and routine nursing care 
categories of 1973-74.
SOURCE: National Center for Health Statistics: Charges for care and sources for payment for residents in nursing 
homes. United States, National Nursing Home Survey, Aug. 1973-Apr. 1974, by E. Hing. Vital and Health Statistics. Series 13—  
No. 32. DHEW Pub. No. (PHS) 78—1783. Public Health Service. Washington. U.S. Government Printing Office. Nov. 1977.
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(Data are based on reporting by a sample of nursing homes)
T a b le  178. M o n th ly  c h arg e  fo r  ca re  in n u rs in g  h o m e s  an d  p e rc e n t d is tr ib u tio n  o f re s id e n ts , ac co rd in g  to  th e  p r im a ry  so urce  o f p a y m e n t d u rin g  th e  m o n th  p rio r to
th e  s u rv e y , c e rtific a tio n , ty p e  o f  s e rv ice  p ro v id e d , o w n e rs h ip , size , an d  g e o g ra p h ic  reg io n  o f th e  h o m e : U n ite d  S ta tes , A u g u s t 1 9 7 3 -A p ril 1974
Certification, type of service 
provided, ownership, size, 
and geographic region






























Average total monthly charge Percent distribution of residents
$491 $754 $503 $381 $225 100.0 36.7 1.1 47.9 11.4 3.0
613 754 591 480 334 100.0 36.0 2 9 54.0 4.9 2.2
489 489 469 308 100.0 31.8 58 6 7.8 1.8
388 375 333 *389 100 0 35.8 53.1 9.7 1.4
377 330 *89 100.0 50.6 39.3 10.2
516 803 501 398 296 100.0 35.9 1 2 51 1 9.5 2 3
447 *623 507 361 156 100.0 38.2 0.8 41.9 14.7 4 3
525 754 486 373 406 100.0 34.5 1.2 52.0 11 0 1.4
427 *751 556 397 136 100.0 41.9 0 9 38.4 12.2 66
429 *625 431 296 *128 100.0 41.5 *0.6 37.1 17.5 3.4
484 *786 449 356 186 100.0 37.8 0.9 47 9 10.9 2.5
523 787 508 414 256 100.0 36.3 1 3 50.8 8.8 2.8
506 *689 656 496 307 100.0 30.7 *1.3 51 6 12.3 4.1
637 *957 718 538 131 100.0 30.6 1.4 53.2 10.5 4.5
449 *738 454 360 252 100 0 44.4 0.8 35.6 16.1 3.0
452 *615 408 306 278 100.0 31.0 1.1 55.2 10.3 2.4
487 *672 442 323 *314 100.0 37.9 *1.2 54.6 4.6 1.9
All homes2 .
Certification
Both Medicare and Medicaid3 ____
Skilled nursing home only4 ___ . .
Intermediate care facility only ___
Not certified ______________  .
Type of service provided
Nursing care ________________  _
Personal care with nursing ___ _
Ownership
Proprietary________________  _
Nonprofit and government ___ __
Size
Less than 50 beds.
50-99 b ed s_____
100-199 beds___
200 beds or more .
Geographic region




....... contract, initial payment/nte care, no charge for care, and miscellaneous sources.
Includes only those residents who have lived in the nursing home for at least one month.
3 Includes 20,900 residents in facilities certified by Medicare only.
4 Includes 122,900 residents in facilities certified by Medicaid as both skilled nursing homes and intermediate care facilities.
SOURCE: National Center for Health Statistics: Charges for care and sources for payment for residents in nursing homes, Unitea States National Nursino 
K S i f t r a S ' " 1  ,3 - N°- 32- ° “ W f b .  No (PHS) 78-,783. P„b„o
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(Data are based on reporting by a sample of nursing homes)
T a b le  179 . M o n th ly  c h a rg e  fo r  ca re  in n u rs in g  h o m e s  a n d  p e rc e n t d is tr ib u tio n  o f re s id e n ts , ac co rd in g  to  th e  p r im a ry  so u rce  o f  p a y m e n t d u rin g  th e  m o n th  p r io r  to
th e  s u rv e y , a g e , sex , p r im a ry  reaso n  fo r  a d m is s io n , a n d  le n g th  o f  s ta y  s in ce  c u rre n t a d m is s io n : U n ite d  S ta tes , A u g u s t 1 9 7 3 -A p ril 19 74
Primary source of payment
Age, sex, primary reason for 
admission, and length of 






























Average total monthly charge Percent distribution of residents
All residents2 ___ . $491 $754 $503 $381 $225 100.0 100.0 100.0 100.0 100.0
Age
Under 65 years _______ 497 *1,214 457 351 325 5.2 *1.4 12.0 20.9 19.8
65-74 years __ _ _ ____ 470 *778 503 367 *264 12.6 *21.1 16.3 17 6 12 4
75-84 years _ ________ 790 725 517 385 219 40.2 46 1 33 7 26 9 36 1
85 years and over______  __ _ 498 *760 505 402 152 42.0 31 5 38.0 34.6 31.7
Sex
M a le ... __ _ ............ 471 *812 495 360 341 28.4 23.9 28.3 31.5 43.3
Female . . .  . . . . 499 735 506 390 *136 71.6 76.1 71.7 68.5 56.7
Primary reason for
admission
Physical . . .  . . .  ________ 506 764 514 408 281 81.2 96.1 84.2 67.5 59.2
Social .  . . . . . _______  . . 384 *572 452 305 *126 8.6 *0.5 4.0 7.9 20.5
Behavioral . . .  _________ __ 467 *480 436 331 *313 9.6 *2.9 11.3 22.9 9.6
Economic . __________  ____ *420 *558 *484 *302 *22 0.6 *0.5 0.6 *1.7 10.8
Length of stay since
current admission
1 to less than 6 months ____  __ 549 795 517 412 331 21.7 82.5 17.1 13.2 17.9
6 to less than 12 months _______ 512 *629 516 400 *276 18.3 *6.0 15.1 12.1 8.5
1 to less than 3 years __ ________ 485 *473 503 392 261 34.5 *7.1 37.6 33.6 25.9
3 to less than 5 years . . .  ____ 456 *740 500 367 *197 13.0 *1.9 15.9 17.3 15.5
5 years or more . . . .  ____ 412 ‘ 477 474 348 136 12.6 *2.5 14.3 23.9 32.2
1 Includes church support, Veterans Administration contract, initial payment/life care, no charge for care, and miscellaneous sources.
2 Includes only those residents who have IiVed in the nursing home for at least 1 month.
S O U R C E : N a tio n a l C e n te r  fo r  H e a lth  S ta tis tic s : C h a rg e s  fo r  c a re  a n d  so u rces  fo r  p a y m e n t fo r  res id en ts  in  n u rs in g  h o m e s , U n ite d  S ta te s , N a tio n a l N u rs in g
H o m e  S u rv e y , A u g . 1 9 7 3 -A p r. 19 74 , b y  E. H in g . V ita l a n d  H e a lth  S ta tis tics . S e r ie s  13— N o . 3 2 . D H E W  P ub . N o . (P H S ) 7 8 -1 7 8 3 .  P u b lic  H e a lth  S e rv ic e . W a s h in g to n .
U .S . G o v e rn m e n t P rin tin g  O ffice . N o v . 1977.
H. Physicians' Fees and Incomes
Between 1970 and 1974, the latest date for 
which data are available from  the American 
Medical Association, the net income o f phy­
sicians rose at an average annual rate o f 5.6 
percent. Between 1971 and 1975, fees for 
initial office visits reported  by a sample of 
physicians in selected specialties increased at 
average annual rates ranging from 2.1 per­
cent for internists to 9.7 percent for pediatri­
cians. In  1975, internists reported  the highest 
fees for initial visits ($26.11), while the lowest 
average charge ($13.10) was re p o rte d  by 
physicians in general practice.
T rends in physicians’ incomes docum ent 
the depressing effect of the Economic Stabi­
lization Program ’s price and wage controls on 
physicians’ incomes in 1972 and 1973, when
they rose an average o f only 3.6 percent over 
1971, co m p ared  w ith an  increase o f  8.3 
p ercen t from  1970 to 1971. From  1973 to 
1974, their incomes increased by 7.0 percent, 
a reflection o f  the “catchup” period o f in­
creases that followed the expiration o f the 
p rogram . E xam ination  o f  the  net incom e 
data by specialty show tha t surgeons and  
obstetricians-gynecologists earned the highest 
net incomes in both 1970 and 1974, while the 
ranking of the rem aining specialties showed 
some fluctuation.
By m ajor geograph ic  division, fees fo r 
initial office visits in the Pacific Region were 
generally higher than the national average 
for all specialties in 1975. They were also 
higher than the national average for 4 of the 
5 specialties in the Middle Atlantic States.
Table 180. Net income from medical practice and average annual percent change, according to specialty: United States,
1970-74







1970 1971 1972 1973 1974
Average net income
All specialties _ __ _ _ $41,789 $45,278 $47,240 $48,574 $51,997 5.6
General practice 33,859 39,823 41,277 41,915 44,727 7.2
Internal medicine 40,251 42,869 44,692 47,809 51,390 6.3
Surgery _ _ _ _ _ 50,701 54,045 56,041 57,228 60,510 4.5
Pediatrics _ 34,799 38,503 38,879 41,166 42,112 4.9
Obstetrics and gynecology _ _ 47,904 54,045 53,165 55,357 61,693 6.5
Psychiatry _ 39,986 37,248 39,124 38,536 41,258 0.8
Anesthesiology . _ _ _ 39,432 47,293 49,536 48,092 54,365 8.4
SOURCE: American Medical Association: Profiles of Medical Practice, 1977. Chicago, 1977. p. 184. (Copyright 1977: 
used with the permission of the American Medical Association.)
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Table 181. Fee for initial office visit and average annual percent change, according to specialty: United States, 1971 and
1973-75







1971 1973 1974 1975
Average fee for initial office visit
General practice $ 9.65 $10.73 $12.02 $13.10 7 9
Internal medicine 24.04 20.34 23.12 26.11 2 1
Surgery 17.09 17.59 18.88 20.81 5 0
Pediatrics 11.18 11.96 14.48 16.18 97
Obstetrics and gynecology 17.59 19.59 22.08 23.57 7.6
SOURCE: American Medical Association: Profiles of Medical Practice, 1977. Chicago, 1977. p. 158. (Copyright 1977: used with 
the permission of the American Medical Association.)
Table 182. Fee for initial office visit, according to geographic division and specialty: United States, 1975











Average fee for initial office visit
United States $13.10 $26.11 $20.81 $23.57 $16.18
New Enqland 12.03 22.79 19.64 23.46 13.52
Middle Atlantic 12.64 27.23 24.33 26.27 17.99
East North Central 13.00 25.51 18.55 20.68 14.19
West North Central 11.56 20.63 17.84 19.19 14.77
South Atlantic 13.36 26.18 20.17 24.95 18.54
East South Central 12.52 25.24 18.47 21.36 14.56
West South Central 4 12.44 30.74 20.10 22.48 13.12
Mountain 11.94 26.50 18.36 18.75 13.84
Pacific 15.91 26.51 23.44 26.57 17.77
SOURCE: American Medical Association: Profiles of Medical Practice, 1977. Chicago, 1977. p. 160. (Copyright 1977: 
used with the permission of the American Medical Association.)
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J. Economic Cost of Cancer
Estimates of the economic cost o f illness, 
based on methodology developed in 1966 1 
and updated  for 1972,* 2 have been ex tended  
with some modifications for 1975 by staff o f 
the G eorgetow n U niversity Public Services 
Laboratory.3 These data serve as the basis for 
an in-depth study o f the total costs o f illness 
and  th e  cost o f a single disease category , 
cancer.4 T he methodology used by the Public 
Services L abora to ry  in co rpo ra tes  d iscount 
rates o f 2.5 and 10 percent for lost earnings 
stem m ing  from  p re m a tu re  m orta lity . T h e  
la tte r  ra te  is em ployed  to g e th e r  with a 6 
percent discount rate in the discussion of the 
cost o f cancer and  is the ra te  used in table 
183 which shows estimates o f the overall cost 
o f illness for 1975.
In  1975, estim ated total illness costs, with 
fu tu re lost earnings discounted at 10 percent, 
were $238.9 billion. Direct costs for the care 
and treatm ent o f disease were $118.5 billion 
or 50 percent o f the total, while morbidity 
costs—work lost to the econom y because of 
illness—am ounted to $57.8 billion or 24 per­
cent o f the total. Costs for prem ature m ortal­
ity were $62.5 billion in 1975. Diseases of the 
c ircu la to ry  system  w ere the  m ost “costly” 
category  o f  illness in the  1963 and  1972 
studies and  again were m ost costly in 1975, 
followed by accidents, poisonings, and vio­
lence; diseases o f the digestive system; neo­
plasm s; and  m en tal d iso rd ers . T o g e th e r , 
these diseases accounted  for 56 p e rcen t o f 
total illness costs in 1975.
'Rice, D .P .: Estim ating the cost of illness. Health 
Economics Series, No. 6. Public H ealth Service Pub. No. 
947-6. Division o f  Medical Care Adm inistration. U.S. 
G overnm ent P rinting Office, May 1966.
"Cooper, B.S. and Rice, D.P.: T h e  economic cost 
o f illness revisited. Social Security Bulletin 39 (2): 21-36, 
Feb. 1976.
"Paringer, L., Berk, A., and Mushkin, S.: The 
Economic Cost o f Illness, Fiscal Year 1975. R eport B1A. 
G eorgetow n University, Public Services Laboratory . 
W ashington, D.C., May 1977.
4Rice, D.P. an d  H odgson , T .A .: Social and  
Economic Im plications o f  Cancer in the United States. 
Paper presented  to the Expert Com m ittee on Cancer 
Statistics o f the W orld H ealth O rganization and In te r­
national Agency for Research on  Cancer, M adrid, June  
1978.
T he dollar am ounts and percent distribu­
tion o f  total econom ic costs in fiscal year 
1975 are given by type o f cost for all diseases 
an d  neoplasm s, w ith m ortality  costs dis­
counted at 6 and 10 percent. T he total costs 
o f neoplasms ranged between $19 billion and 
$22 billion for fiscal year 1975. The indirect 
cost o f mortality was by far the largest com­
ponent o f the economic costs o f neoplasms, 
accounting for 71 percent of the total at a 6 
percent discount rate, while morbidity only 
contributed 5 percent and direct costs made 
up 24 percent o f the total. In contrast, for all 
diseases, direct costs were 41 percent of the 
total; mortality contributed 36 percent, and 
mobidity accounted for 24 percent at a 6 
percent discount rate.
About 9 percent o f the total costs of all 
diseases were attributable to neoplasms. The 
direct costs of neoplasms were 5 percent o f 
all direct costs in fiscal year 1975. Morbidity 
as a resu lt o f neoplasm s accounted for 2 
percent o f all costs associated with morbidity. 
For m ortality, how ever, neoplasm s re p re ­
sented a much larger share o f costs, ranging 
from 1 8 to 20 percent.
Expenditures were estim ated for short-stay 
hospital care, physicians’ services, and indi­
rect costs o f mortality by cancer site. Expend­
itures for direct costs reflect the quantity and 
unit cost o f medical care; indirect mortality 
costs are estimates o f earnings lost because of 
death from a specific disease and take into 
account the distribution o f decedents accord­
ing to th e ir  age, sex, participation in the 
labor force, and  earnings. In 1975, m ore 
than $4.1 billion were spent on hospital care 
for neoplasms, and  m ore than $1.2 billion on 
physicians’ services. T he  ind irect costs o f 
mortality ranged from  $12.4 billion at a 10 
percent discount rate to $15.9 billion at 6 
percent.
Aside from  the residual category, digestive 
and respiratory organs were the most costly 
sites for m alignant neoplasms. T he digestive 
system accounted for 16 percent o f the ex­
penditures for hospital care, 9 percent of 
those for physicians’ services, and 20 percent 
o f those for mortality. T he respiratory system 
required  sm aller expenditures for hospital 
care (10 percent o f the total) and  physicians’ 
services (6 percent) but was responsible for
•3
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26 percent of m ortality costs. Deaths from  
neoplasms o f  the respiratory system occurred 
considerably  m ore  frequen tly  am ong m en 
than  women and  at som ew hat younger ages 
than  was the case fo r the digestive system.
Consequently, the average indirect cost per 
death  was higher for respiratory  organs be­
cause earnings were h igher for m en than  for 
women, and  m ore productive years were lost 
because o f the younger age at death.
Table 183. Economic cost of illness, according to type of cost and disease category: United States, fiscal year 1975








All diseases' $238,875 $118,500 $120,375 $57,846 $62,529
Infective and parasitic diseases 4,238 2,027 2,211 1,559 652
Neoplasms 18,933 5,279 13,654 1,105 12,549
Endocrine, nutritional, and metabolic diseases 6,307 3,337 2,970 1,695 1,275
Diseases of the blood and blood-forming organs 1,153 676 477 281 196
Mental disorders 18,890 9,411 9,479 8,751 728
Diseases of the nervous system and sense orqans 14,049 7,459 6,590 5,706 884
Eye diseases2 5,022 4,648 374 374 (2)
Diseases of the circulatory system 45,687 16,017 29,670 8,744 20,926
Cerebrovascular diseases2 6,088 2,633 3,455 353 3,102
Diseases of the respiratory system 18,714 7,571 11,143 8,542 2,601
Diseases of the diqestive system 21,660 14,564 7,096 3,438 3,658
Diseases of the oral cavities, salivary glands, and jaws2 8,123 7,777 346 346 <2)
Diseases of the qenitourinary system 7,985 5,575 2,410 1,770 640
Complications of pregnancy, childbirth, and puerperium •3,631 3,387 244 193 51
Diseases of the skin and subcutaneous tissue 2,574 2,120 454 399 55
Diseases of the musculoskeletal system and connective tis s u e___ 12,651 5,113 7,538 7,351. 187
Conqenital anomalies 1,524 432 1,092 437 655
Certain causes of perinatal morbidity and mortality _ _ _ _ 1,053 64 989 — 989
Symptoms and ill-defined conditions 5,956 3,180 2,776 1,260 1,516
Accidents, poisoning, and violence _ .  _ .  ___ 27,482 6,846 20,636 5,669 14,967
Other 7,262 6,316 946 946 —
Unallocated" 19,126 19,126 . . . — —
1 Figures may not add to total because of rounding.
2 Included in previous subtotal for disease category.
3 Includes expenditures for prepayment and administration, government public health activities, other health 
services, research, and construction.
SOURCE: Paringer, L., Berk, A., and Mushkin, S.: Economic Cost o f Illness, Fiscal Year 1975. Report B1A. 
Georgetown University, Public Services Laboratory. Washington, D.C., May 12,1977. p. 7.
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(Data are based on multiple sources)
T a b le  18 4 . E s t im a te d  co s t o f  illn e s s  a n d  p e rc e n t d is tr ib u tio n , a c c o rd in g  to  ty p e  o f  cost, d is e a s e  c a te g o ry , a n d  d is c o u n t ra te :
U n ite d  S ta te s , fisca l y e a r  19 75
Disease category 
and discount rate All costs
Type of cost
Direct Indirect cost
cost1 Total Morbidity Mortality
Amount in millions
All diseases
10 percent . . .  __ . . . $219,749 $99,374 $120,375 $57,846 $62,529
6 percent . . .  . .  . 245,145 99,374 145,771 57,846 87,925
Neoplasms
10 p ercen t.. . . . 18,933 5,279 13,654 1,105 12,549
6 percent . . .  ___ 22,358 5,279 17,079 1,105 15,974
All diseases Percent distribution
10 percent ___  _____ 100 0 45.2 54.8 26.3 28.5
6 percent ____  ____ 100.0 40.5 59.5 23 6 35 9
Neoplasms
10 percent ________ 100 0 27.9 72.1 5.8 66 3
6 percent ______ ____ 100.0 23.6 76 4 4.9 71.5
Neoplasms Percent of all diseases
10 percent _ 8.6 5.3 1 113 I 1 9 20.1
6 percent ____ 9.1 5.3 11.7 1.9 18.2
1 Excludes unallocated expenditures for prepayment and administration, government public health activities, other 
health services, research, and construction.
SOURCE: Paringer, L„ Berk, A., and Mushkin, S.: Economic Cost of Illness, Fiscal Year 1975. Report B1 A. Georgetown 
University, Public Services Laboratory. Washington, D.C., May 12, 1977
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T a b le  185 . E s tim a te d  c o s t o f  c a n c e r  a n d  p e rc e n t d is tr ib u tio n , a c c o rd in g  to  ty p e  o f  c o s t a n d  c a n c e r  s ite : U n ite d  S ta te s , 1 9 7 5













All neoplasms _ __ _ $4,131.6 $1,245.6 $15,868.7 $12,448.0
Diqestive orqans 669.5 114.1 3,225.8 2,641.6
Respiratory organs 426.9 78 0 4 C\E? 4 3 344 ?
Skin 84.4 46.1 376.5 282.7
3reast 344.3 84.3 1,536.6 1,199.7
Female genital organs _ .  _ _ _ 297.9 73.9 978.9 763.2
Male genital organs .  __ . 169.4 51.2 402.3 319.4
Leukemia 130.7 23.9 897.6 595.0
All other maliqnant neoplasms 1,092.7 259.1 4,059.6 3,089.0
Benian and unspecified 915.8 514.9 338.9 213.2
Percent distribution
All neoplasms 100.0 100.0 100.0 100.0
Diqestive orqans 16.2 9.2 20.3 21.2
Respiratory orqans 10.3 6.3 25.5 26.9
Skin 2.0 3.7 2.4 2.3
Breast 8.3 6.8 9.7 9.6
Female qenital orqans 7.2 5.9 6.2 6.1
Male qenital orqans 4.1 4.1 2.5 2.6
Leukemia 3.2 1.9 5.7 4.8
All other maliqnant neoplasms 26.4 20.8 25.6 24.8
Benian and unspecified 22.2 41.3 2.1 1.7
SOURCE: Rice, D. P., and Hodgson, T. A.: Social and Economic Implications of Cancer in the United States. Paper 
presented to the Expert Committee on Cancer Statistics of the World Health Organization and International Agency for 
Research on Cancer. Madrid, June 1978. p. 49.
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K. Research and Development 
Support
In fiscal year 1977, $5.5 billion from  both 
public and private sources were spent for 
research and developm ent in medical and 
health-related activities. Total Federal Gov­
ernm en t research and developm ent expendi­
tures reached a level of $24.5 billion in fiscal 
year 1977. O f this total, $3.35 billion, or 13.7 
percen t o f the total Federal research and 
developm ent effort, were devoted to health. 
Expenditures by the D epartm ent o f Health, 
Education, and Welfare were $2.61 billion, 
o r 88 percen t o f  the  total Federal health  
re se a rc h  e f fo r t .  M ore specifica lly , the  
biom edical research conducted by the N a­
tional Institu tes o f H ealth  was fu n d ed  at 
$2.24 billion, or 67 percent o f the Federal 
health total.
E xpenditures for health-related research 
and developm ent rose at an annual rate of 
nearly 11 percent between 1960 and  1977, 
spurred  mainly by the increase in Federal 
G overnm ent expenditures. In 1960, the Fed­
eral share o f the total was 50 percent; by 
1977 this share had risen to 61 percent. The 
second largest contributor was private indus­
try, and the greatest share o f expenditures
from this sector o f the economy was devoted 
to d rug  research and development.
As impressive as the growth o f expendi­
tures has been, the  pu rchasing  pow er of 
these funds has been eroded  significantly 
over the years as a result o f the inflation that 
has affected the national economy. The Na­
tional Institutes o f  H ealth have developed, 
th ro u g h  a co n trac t, a price d e f la to r  fo r 
biomedical research and developm ent that 
perm its an exam ination o f changes in ex­
penditures on a constant dollar basis (i.e., 
elim inating the illusory gains lost to infla­
tion).
Between 1960 and 1977, national health 
research and developm ent expenditures in­
creased at an annual real rate o f 5.9 percent, 
with Federal expenditures rising at a rate of 
7.2 percent. Forty-five percent o f the increase 
in health-related research and developm ent 
expenditures was offset by inflation, com ­
pared with nearly two-thirds o f the growth in 
gross national product during  the same pe­
riod. Most o f the growth in real outlays for 
medical and health-related research occurred 
between 1960 and 1967, when expenditures 
increased at an average annual rate of 11.2 
percent. Between 1967 and 1977, the rate of 
increase slowed to 2.3 percent.
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Table 186. Federal obligations for all research and development and health research and development, according to agency:
United States, fiscal year 1977





Health research and 
development
Total1 2
As percent of 
all research and 
development
Amount in millions
All Federal agencies _ _ _ _ . . . $24,457.7 $3,351.4 13.7
Department of Health, Education, and Welfare _ 2,959.2 2,612.5 88.3
National Institutes of Health 2,244.2 2,244.2 100.0
Other Public Health Service _ _ _ _ _ _  . . . . . . 305.1 305.1 100.0
National Institute of Education 85.7
Office of Education __ ____ _____________ _ __ _____ 175.7 _
Office of Human Development Services 79.1 28.3 35.8
Office of the Secretary _ _ .  . 20.0 4.9 24.5
Social and Rehabilitation Service3’4 _ _ _ _ _ _  . 29.3 ) l  - -
Social Security Administration3-4 20.1 ) 30.0 r 60.7
Other agencies _ . 21,498.5 738.9 3.4
Department of Agriculture • 525.3 84.8 16.1
Department of Commerce 247.4 5.7 2.3
Department of Defense 11,171.8 150.5 1.3
Department of Interior 348.4 11.3 3.2
Department of Justice 45.0 2.2 4.9
Department of Labor 34.6 3.0 12.2
Department of State 46.2 23.7 51.3
Department of Transportation___________________ _____ 407.4 6.7 1.6
Consumer Product Safety Commission __________ _ 5.7 5.7 100.0
Energy Research and Development Administration_________ 3,609.8 181.2 5.0
Environmental Protection Agency 361.4 56.2 15.6
National Aeronautics and Space Administration 3,609.8 47.8 1.3
National Science Foundation 686.2 55.4 8.1
Tennessee Valley Authority 31.7 0.2 0.6
Veterans Administration 104.5 104.5 100.0
All other departments and agencies __ ___________  . 263.3 . . . . . .
1 Represents estimated fiscal year 1977 figures, with actual fiscal year 1977 data substituted for health agencies (Public 
Health Service, Consumer Product Safety Commission, Veterans Administration).
2 Preliminary estimates.
3 Reorganized during fiscal year 1977.
4 Totals shown for health research and development have been combined for these agencies.
SOURCE: Office of Program Planning and Evaluation, National Institutes of Health, Public Health Service: Selected
data.
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T a b le  1 8 7 . N a t io n a l e x p e n d itu re s  fo r  h e a lth  resea rc h  a n d  d e v e lo p m e n t  a n d  a v e ra g e  a n n u a l p e rc e n t c h a n g e ,
a c c o rd in g  to  s o u rc e  o f  fu n d s : U n ite d  S ta te s , s e le c te d  fisca l y e a rs  1 9 6 0 -7 7
(Data are based on multiple sources)





1960 __________________ $ 918 $ 448 $ 78 $ 253 $139
1967 __________________ 2,359 1,459 122 580 198
1970 __________________ 2,827 1,667 150 795 215
1971 .  .  ____________ 3,133 1,877 163 860 233
1972 ______________ 3,478 2,147 179 925 227
1973 _________________ 3,691 2,225 201 1,033 232
1974 ___  ________  ___ 4,415 2,754 222 1,187 252
1975 ____  .  __ 4,640 2,799 239 1,322 280
19761 2 ________  .  . 4,988 3,023 251 1,438 276
1977 * . . .  ___ 5,519 3,344 261 1,625 289
Average annual percent change
1960-77 11.1 12.6 7.4 11.6 4.4
1960-67 14.4 18.4 6.6 12.6 5.2
1967-72 . . .  _ 8.1 8.0 8.0 9.8 2.8
1972-77 9.7 9.3 7.8 11.9 4.9
1970-71 10.8 12.6 8.7 8.2 8.4
1971-72 11.0 14.4 9.8 7.6 -2 .6
1972-73 6.1 3.6 12.3 11.7 2.2
1973-74 19.6 23.8 10.4 14.9 8.6
1974-75 5.1 1.6 7.7 11.4 11.1
1975-762 7.5 8.0 5.0 8.8 -1 .4
1976-773 10.6 10.6 4.0 13.0 4.7
1 Includes expenditures for drug research. These expenditures are included in the "drugs and sundries" 
component of the Social Security Administration's National Health Expenditure Series, not under "research."
2 Estimates.
3 Preliminary estimates.
SOURCE: Office of Program Planning and Evaluation, National Institutes of Health, Public Health Service: 
Selected data.
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T a b le  18 8 . N a t io n a l e x p e n d itu re s  fo r  h e a lth  re s e a rc h  a n d  d e v e lo p m e n t  in 1 9 6 8  d o lla rs  a n d  a v e ra g e  a n n u a l p e rc e n t c h a n g e ,
a c c o rd in g  to  s o u rc e  o f  fu n d s : U n ite d  S ta te s , s e le c te d  fis c a l y e a rs  1 9 6 0 -7 7







1960 $1,174 $ 573 $100 $324 $178
1967 2,471 1,528 128 608 207
1970 2,525 1,489 134 710 192
1971 2,645 1,584 138 726 197
1972 2,797 1,726 144 744 183
1973 2,833 1,708 154 793 178
1974 3,186 1,987 160 857 182
1975 3,025 1,825 156 862 183
1976 1 2 3,029 1,836 152 873 . 168
19772 . 3,088 1,871 146 909 • 162
Average annual percent change
1960-77 . . 5.9 7.2 2.3 6.3 -0 .6
1960-67 _______ 11.2 15.0 3.6 9.4 2.2
1967-72 . __ 2.5 2.5 2.4 4.1 -2 .4
1972-77 2.0 1.6 0.3 4.1 -2 .4
1970-71 _______ 4.8 6.4 3.0 2.3 2.6
1971-72 5.8 8.9 4.4 2.5 -7.1
1972-73 _______ 1.3 -1 .0 6.9 6.6 -2 .7
1973-74 _______ 12.5 16.3 3.9 8.1 2.3
1974-75 -5.1 -8 .2 -2 .5 0.6 0.5
1975-762 ........... . 0.1 0.6 -2 .6 1.3 -8 .2
1976-773 2.0 1.9 -4 .0 4.1 -3 .6
1 Includes expenditures for drug research. These expenditures are included in the "drugs and sundries" component of 
the Social Security Administration's National Health Expenditure Series, not under "research."
2 Estimates.
:i Preliminary estimates.
NOTE: Amounts were deflated using the Biomedical Research and Development deflator (1968= 100) developed for the 
National Institutes of Health by Westat, Inc.
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APPENDIX I
Sources and Lim itations of Data
INTRODUCTION
This repo rt consolidates the most cu rren t 
data on the health o f the population o f the 
U n ited  States, the availability and  use o f 
health resources, and  health care costs and 
financing . T h e  in fo rm atio n  was ob ta ined  
from  the data files and/or published reports 
o f many governm ental and nongovernm ental 
agencies and organizations. In  each case, the 
sponsoring agency o r organization collected 
data using its own m ethods and  procedures, 
and therefore the data in  this rep o rt vary 
considerably with respect to source, m ethod 
o f collection, definitions, and reference pe­
riod.
A lthough a detailed description and com­
prehensive evaluation o f each data source is 
beyond the  scope o f this append ix , users 
should be aware o f the general strengths and 
weaknesses o f the d ifferen t data collection 
systems. For exam ple, population-based su r­
veys obtain socioeconomic data, data on fam ­
ily characteristics, and  in fo rm atio n  on the 
im pact o f  an  illness such as days lost from  
work or lim itation o f activity. However, they 
were limited by the am ount o f inform ation a 
respondent rem em bers o r is willing to report. 
Detailed medical inform ation such as precise 
d iagnoses o r  th e  types o f  o p e ra tio n s  p e r ­
form ed may not be known and so will not be 
reported .
Conversely, health  care providers, such as 
physicians and  hospitals, usually have good
diagnostic inform ation bu t little o r no in fo r­
m ation about the socioeconomic characteris­
tics o f individuals o r the im pact o f an illness 
on the individual.
T he  population covered by d ifferen t data 
collection systems may not be the same, and 
understand ing  the differences is critical in 
in terp re ting  the data. Data on vital statistics 
and  national expenditures cover the entire 
population. Most data on m orbidity and uti­
lization o f health resources cover only the 
civilian noninstitutionalized population. T hus 
statistics are not included fo r military person­
nel, who are usually young; for institutional­
ized people, who may, fo r exam ple, be pris­
oners o f  any age; o r nursing  hom e residents, 
who are usually old. *
All data collection systems are  subject to 
e rro r , and  records may be incom plete or 
contain inaccurate inform ation. People may 
not rem em ber essential inform ation, a ques­
tion may not m ean the same th ing to d iffer­
en t respondents, and  some institu tions or 
ind iv iduals  may n o t re sp o n d  a t all. T h e  
sponsoring agencies do the best they can, bu t 
it is no t always possib le  to  m e asu re  the  
m agnitude of these errors o r their im pact on 
the  data. W here possible, the tables have 
notes describing the universe and  the m ethod 
o f data collection to enable the user to place 
his o r  h e r  own ev a lu a tio n  on  th e  d a ta . In
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m any instances, data  do not add  to totals 
because o f rounding.
Data collection systems based on samples 
have, in addition to errors m entioned above, 
sampling error, which is a measure of the 
variability introduced because only a sample 
of the universe was taken. In general, data 
with large sampling errors are not shown in 
this report. Most tables also show when the 
data are based on a sample.
T he fact that a sample has an additional 
source of e rro r does not mean that sample 
data are less reliable than full-count data.
Frequently the money saved by taking only a 
sample is spent on reducing other forms of 
e r ro r  th ro u g h  m ore p re testing  of survey 
forms, better quality control, and other meas­
ures.
T he descriptive sum m aries which follow 
provide a general overview of study design, 
methods of data collection, and reliability and 
validity o f the  data. M ore com plete and 
detailed discussions are found in the publica­
tions referenced at the end of each summary. 
T he data set or source is listed under the 
agency or organization that sponsored the 
data collection.
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OFFICE OF HEALTH POLICY, 
RESEARCH, AND STATISTICS
National Center for Health 
Statistics
A. Vital Registration System
T h e  viral reg istration  system o f the N a­
tional C enter fo r H ealth  Statistics (NCHS) 
collects and publishes data on births, deaths, 
marriages, and  divorces in the U nited States. 
Fetal deaths are classified and  tabulated sep­
arately  from  o th e r  deaths. T h e  Division o f 
Vital Statistics obtains inform ation on births 
and deaths from  the registration offices o f all 
States, certain cities that perfo rm  their own 
d a ta  collection, the  D istrict o f  C olum bia, 
Puerto  Rico, the U.S. V irgin Islands, and 
Guam. G eographic coverage has been com­
plete since 1933.
Until 1972, microfilm copies o f all deaths 
and a 50-percent sam ple o f births were re ­
ce iv ed  f ro m  all r e g is t r a t io n  a re a s  a n d  
p rocessed  by N C H S. B eg in n in g  in 1972, 
som e S tates began  se n d in g  th e ir  d a ta  to 
NCHS th ro u g h  the C ooperative H ealth  Sta­
tistics System (CHSS). States tha t participate 
in the CHSS program  process 100 percent o f 
th e ir  d ea th  and  b irth  reco rds and  send the 
en tire  data  file to N CHS on com puter tape.
T h e  n u m b e r  o f  p a r tic ip a tin g  S tates has 
grown from  6 in 1972 to 38 in 1978.
T he  standard  certificates o f birth, death, 
and fetal death  recom m ended by NCHS are 
m odified in each registration area to serve 
the area’s needs. However, most certificates 
conform  closely in content and  arrangem ent 
to the standard  certificate, and all certificates 
con ta in  a m in im um  data  set specified  by 
NCHS.
In  m ost areas, practically all b irth s and  
deaths are registered. T h e  m ost recen t survey 
o f  th e  com pleteness o f  b irth  reg is tra tio n , 
co n d u c ted  on a sam ple  o f  b irth s  d u rin g  
1964-68, show ed th a t 99.3 p e rcen t o f all 
births in the U nited States d u ring  tha t period 
were registered. No com parable inform ation 
is available fo r deaths, bu t it is generally  
believed tha t death registration in the U nited 
States is at least as com plete as b irth  registra­
tion. However, there  are isolated areas in the 
U nited States where underrep o rtin g  o f births 
and deaths may be severe enough to affect 
the validity o f local statistics.
Various sources are utilized in obtaining 
m arriage and  divorce data. C urrently , State 
and local officials annually provide com plete 
counts of m arriages by m onth  o f occurrence 
in  S tates w ith cen tra l files. In  th e  areas 
without central files, the counts are obtained 
from  surveys conducted by State officials and 
NCHS.
Statistical inform ation on characteristics of 
m arriages and divorces has been provided by
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States participating in the m arriage registra­
tion area and the divorce registration area, 
which w ere d esignated  in 1957 and  1958, 
respectively. Samples of m arriage and di­
vorce records are selected and data are ex­
tracted from  microfilm copies of the original 
certificates. T he sampling rates range from 
100 percent to 5 percent in different States 
for m arriage estimates and from 100 percent 
to 10 percent for divorce estimates. Begin­
ning in 1972, some States began sending 
their data th rough  CHSS. These States p ro ­
vide data on a 100-percent basis. In 1978, 10 
S tates p ro v id ed  m arriag e  d a ta  and  7 p ro ­
vided divorce data through CHSS.
For more inform ation see: National Center 
fo r H ealth  Statistics, Vital Statistics of the 
United States, 1973, Vol. I, Part A, DHF.W 
Pub. No. (HRA) 77-1113, Vol. II, Part A. 
DHEW Pub. No. (HRA) 77-1101, and Vol. 
I l l ,  DHEW Pub. No. (HRA) 77-1103, Health 
Resources Administration, W ashington, U.S. 
Covernm ent Printing Office, 1977.
B. National Survey of Family Growth
Data from the National Survey of Family 
G row th (NSFG) a re  based on a five-stage 
probability sample of civilian noninstitution- 
alized w om en liv ing  in th e  co te rm in o u s  
United States who are 15-44 years of age 
and who are currently m arried, previously 
m arried, or single m others with their own 
children living in the household.
T he counties and independent cities of the 
United States were combined to form a fram e 
o f prim ary sam pling units (PSU’s), and 101 
PSU’s were selected as the First-stage sample 
for Cycle I o f the NSFG, which was conduct­
ed from  Ju n e  1973 to February  1974. T he 
next three stages produced a clustered sam­
ple of 28,988 households w'ithin the 101 
PSU’s. At 26,028 of these households (89.8 
percent) a household screener interview wras 
completed. These screeners produced a fifth- 
stage sam ple of 10,879 w om en, o f w'hich 
9,797 were interviewed.
Cycle II of the NSFG was conducted from 
January  to Septem ber in 1976. T he sample 
design was basically the same as it was in 
Cycle I. T he  sam ple consisted o f 27,162 
households in 79 PSU’s. Household screener
interviews were com pleted at 25,479 of these 
households (93.8 percent). O f the 10,202 
w om en in the sam ple, 8,611 were in te r ­
viewed.
In  o rd e r  to p ro d u ce  estim ates fo r the 
en tire  population o f eligible U.S. women, 
data for the interviewed sample women are 
inflated by the reciprocal of the probability 
of selection at each stage of sampling and 
ad justed  for both screener and  interview 
nonresponse. In addition, estimates for ever- 
m arried women in 12 age-race classes are 
poststratified to benchm ark population val­
ues based on data from the Census B ureau’s 
C urren t Population Survey.
Quality control procedures for interviewer 
selection and training, field listing and data 
processing were built into the NSFG to mini­
mize nonsam pling e rro r and bias. In addi­
tion, the nonresponse adjustm ents in the 
estim ator w ere designed  to m inim ize the 
effect o f nonresponse bias by assigning to 
nonrespondents the characteristics of similar 
respondents. Sampling errors for the NSFG 
were estimated by balanced half-sample repli­
cation.
Discussion o f the balanced half-sam ple 
technique, summary sampling erro r charts, 
and detailed inform ation on the NSFG sam­
ple design are available in the report: Na­
tional Center for H ealth Statistics, National 
Survey of Family Grow'th, Cycle I, Sample 
design, estimation procedures, and variance 
estimation, by D.K. French, Vital and Health 
Statistics, Series 2-No. 76, DHEW Pub. No. 
(PHS) 78-1350, Public Health Service, Wash­
ington, U.S. G overnm ent P rin ting  Office, 
Jan . 1978.
C. Health Interview Survey
T he Health Interview Survey (HIS) is a 
c o n tin u in g  n a tionw ide  sam ple survey in 
which data are collected through personal 
househo ld  interview s. In fo rm a tio n  is ob ­
tained on personal and dem ographic charac­
te ristics, illnesses, in ju ries , im p airm en ts , 
chronic conditions, utilization o f health  re ­
sources, and o ther health topics. T he house­
hold questionnaire is reviewed each year and 
supplem ental topics are added  and deleted. 
For most topics, data are collected over an
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entire calendar year. T he  universe for H IS is 
the civilian noninstitutionalized population o f 
th e  U n ited  States. M em bers o f  th e  A rm ed 
Forces, U.S. nationals living in foreign coun­
tries, and people who died du rin g  the re fe r­
ence period are excluded.
T he  survey is based on a multistage proba­
bility cluster sample of 376 prim ary sam pling 
units selected from  approxim ately 1,900 geo­
graphically defined units in the first stage 
and 12,000 segments containing about 42,000 
eligible occupied  h o u seho lds in th e  final 
stage. T he usual H IS sam ple is about 116,000 
persons in 40,000 interviewed households in 
a year. T he  response rate is ordinarily about 
96 percen t o f the eligible households. N a­
tional estimates are  based on a four-stage 
estim ation procedure involving inflation by 
the reciprocal o f the probability of selection, 
a nonresponse adjustm ent, ratio adjustm ent, 
and  poststratification.
For m ore detailed inform ation on the HIS 
design , lim itations o f  daca, and  .sam pling 
erro rs o f the estimates, see: National C enter 
fo r H ealth  Statistics, C u rren t estimates from  
the H ealth Interview  Survey, U nited States, 
1976, by E.R. Black, Vital and Health Statistics, 
Series 10-No. 119, DHEW  Pub. No. (PHS) 
78-1547, Public H ealth  Service, W ashington, 
U.S. G overnm ent Prin ting Office, Nov. 1977.
D. Health and Nutrition Examination 
Survey
This survey collects needed  health-related 
data which can be obtained only by direct 
physical exam inations, clinical and laboratory 
tests, and  related m easurem ent procedures. 
In  Cycle I o f  th e  H e a lth  an d  N u tr it io n  
E xam ination  Survey (HANES I), a m ajor 
purpose was to m easure and  m onitor indica­
tors o f the nutritional status o f the Am erican 
people. In  addition, a m ore detailed health 
exam ination including assessment o f unm et 
health  needs and determ ination o f a num ber 
o f health conditions, such as dermatological 
a n d  oph tha lm o log ica l cond itions, various 
chronic diseases, and  related m easures was 
given to a subsample.
T h e  HANES I target population was the
civilian noninstitutionalized population 1-74 
years o f age re s id in g  in th e  co term inous 
U nited States, except for people residing on 
any o f the reservation lands set aside fo r the 
use o f Am erican Indians. T he  sam ple design 
is a multistage, stratified probability sample 
o f dusters  o f persons in land-based segments. 
T h e  sam ple  areas consist o f  65 p rim ary  
sam pling  un its  (PSU ’s) selected  from  the  
1,900 PSU ’s in th e  c o te rm in o u s  U n ite d  
States. W ithin each PSU a systematic random  
sam ple o f segm ents was selected which over­
rep resen ted  segm ents in  enum era tion  dis­
tricts with an average family income o f less 
than $3,000 in 1959. Each segm ent consisted 
of an expected eight housing units. A house­
hold interview was conducted  in each hous­
ing un it to identify household  m em bers and 
select the sample persons for the nutrition  
exam ination at specified rates by age and  sex 
groups. A subsam ple o f people 25-74 years 
o f age also was selected to receive the m ore 
detailed health  exam ination. G roups at high 
risk o f  m a ln u tritio n  w ere oversam pled  at 
known rates th roughou t the process.
Data were collected in two mobile exam i­
nation centers (MEC’s) by specially trained 
teams o f exam ination staff. T he  MEC’s were 
set up  for a period o f  3-6  weeks in each of 
the 65 sample locations. H ealth  exam ination 
representatives com pleted medical histories 
in households and  a rran g ed  appoin tm ents 
fo r sample persons to be exam ined at MEC’s. 
H ouseho ld  interview s w ere com pleted  fo r 
over 96 p e rc e n t o f  th e  28 ,043 p erso n s  se­
lected  fo r the  H AN ES I sam ple, and  about 
75 percen t (20,749) w ere exam ined between 
1971 and  1974.
T h e  estim ation p rocedure used to  produce 
national statistics involves inflation by recip­
rocals o f  the probabilities o f  selection, adjust­
m ent for nonresponse, and  poststratified ra ­
tio adjustm ent to population totals. Sam pling 
e rro rs  also a re  e s tim a ted  to  m easu re  th e  
reliability o f  the statistics. '
For m ore inform ation on HANES I, see: 
N ational C enter fo r H ealth  Statistics, Plan 
and operation o f the H ealth  and  N utrition 
E xam ination Survey, U nited  States, 1971­
1973, Vital and Health Statistics, Series 1-Nos. 
10a and 10b, DHEW  Pub. No. (HSM) 73­
1310, H ealth  Services an d  M ental H ealth
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A dm inistration, W ashington, U.S. G overn­
ment Printing Office, Feb. 1973.
E. Master Facility Inventory
T he Master Facility Inventory (MFI) is a 
com prehensive file of inpatient health facili­
ties in the United States. T he  three broad 
categories of facilities in the MFI are: hospi­
tals, nursing  and related care homes, and 
other custodial or rem edial care facilities. To 
be included in the MFI, hospitals must have 
at least six inpatient beds, and nursing and 
related care homes must have at least three 
inpatient beds.
T he MFI is kept cu rren t by the periodic 
addition o f names and addresses obtained 
from State licensing agencies for all newly 
established inpatient facilities. In addition, 
annual surveys of hospitals and a periodic 
survey o f nursing homes and o ther facilities 
are conducted to update nam e and location, 
type o f  ow nersh ip , n u m b er o f beds, and 
num ber o f residents or patients in the facili­
ties.
T he hospital survey was conducted in con­
junction with the American Hospital Associa­
tion (AHA) Annual Survey o f Hospitals from 
1968 th ro u g h  1975. T h e  A HA  perfo rm ed  
the data collection for its m em ber hospitals, 
while N CHS collected the data for the a p ­
proximately 400 non-AHA registered hospi­
tals. Beginning in 1976, all o f the data collec­
tion w'as perform ed by the AHA.
Hospitals are requested to report data for 
the full year ending Septem ber 30. Slightly 
more than half of the responding hospitals 
used this reporting  period in the 1976 sur­
vey. T he  rem aining hospitals used various 
other reporting  periods.
The nursing hom e and other facilities su r­
vey wras conducted bv NCHS in 1963, 1967, 
1969, 1971, 1973, and 1976. In  1976 data for 
16 States w ere collected at least partially 
through the Cooperative Health Statistics System 
(CHSS). T here may have been changes in data 
collection procedures, coverage, defin itions, 
and concepts in prelim inary data from these 
16 States in 1976.
T he response rate for the 1976 hospital 
survey was about 92 percent. T he response 
rate for the 1976 nursing hom e and other
facilities survey was about 95 percent for the 
portion of the survey not conducted through 
CHSS.
Statistics derived from  the hospital and 
nursing  hom e and o ther facilities surveys 
w ere ad ju sted  fo r both  facility and  item 
nonresponse. Missing items on the question­
naire were im puted, when possible, by using 
inform ation reported  by the same facility in 
a previous survey. When data were not avail­
able from a previous census for a responding 
facility, the data were im puted by using data 
from  similar respond ing  facilities. Similar 
facilities are defined as those with the same 
types o f ow nership and service and approxi­
mately the same bed size.
For m ore deta iled  in fo rm atio n  on the 
MFI, see: National Center for Health Statis­
tics, Design and m ethodology o f the 1967 
M aster Facility Inventory Survey, Vital and 
Health Statistics, PHS Pub. No. 1000-Series 1- 
No. 9, Public H ealth Service, W ashington, 
U.S. G overnm ent Printing Office, Jan . 1971.
F. Hospital Discharge Survey
T he Hospital Discharge Survec (HDS) is a 
co n tin u in g  nationw ide sam ple su rv e \ o f 
short-stay hospitals in the United States. The 
scope of HDS covers discharges from general 
and specialty hospitals located in the 50 
States and the District o f Columbia, exclusive 
o f military and Veterans Administration hos­
pitals and hospital units in institutions such 
as prisons or homes for dependent children. 
Only hospitals having six or m ore beds for 
patient use and in which the average length 
of stay for all patients is less than 30 days are 
included in the survey.
The sample was selected from a frame of 
about 7,500 short-stac hospitals listed in the 
Master Facility Inventors. A two-stage strati­
fied sample design was used, and hospitals 
were stratified  accord ing  to bed size and 
geographic region. The largest hospitals were 
selected with certaiim  in the sample, and the 
p robability  o f  selection o f  a hospital d e ­
creased as the bed size o f  the hospital d e ­
creased. W ithin each sample hospital, a sys­
tematic sample o f discharges is selected from 
the daily listing sheet. T he u ithin-hospital
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sampling ratio for selecting discharges varies 
inversely with the probability o f selection o f 
the hospital, so that the overall probability of 
selecting a discharge is approxim ately  the 
same in each bed-size class.
Survey hospitals use an abstract form  to 
transcribe data from  the face sheet o f hospi­
tal records. Forms were com pleted by either 
hospital staff or representatives o f the Na­
tional C enter for H ealth Statistics.
T he basic unit o f estimation for HDS is the 
sample patient abstract. T he estimation p ro ­
cedure involves inflation by reciprocals o f the 
probabilities o f selection, adjustm ent for non­
respond ing  hospital and missing abstracts, 
and ratio adjustm ents to fixed totals. O f the 
511 hospitals selected for the survey, 472 
were within the scope o f the survey and 419 
participated in the survey in 1976. Data were 
abstracted from  about 223,000 medical rec­
ords.
For m ore detailed inform ation on the de­
sign o f HDS and the m agnitude o f sam pling 
erro rs  associated with HDS estimates, see: 
National C enter fo r H ealth Statistics, Utiliza­
tion o f short-stay hospitals, A nnual sum m ary 
for the U nited  States, 1976, by A.L. Ranof- 
sky, Vital and Health Statistics, Series 13-N o. 
37, D HEW  Pub. No. (PHS) 78-1788, Public 
H ealth  Service, W ash ing ton , U.S. G overn ­
m ent Prin ting Office, Ju n e  1978.
G. National Nursing Home Surveys
These two sample surveys were conducted 
by NCHS to obtain inform ation on nursing  
hom es, their expenditures, residents, staff, 
and, in the most recent survey, discharged 
patients. T he first survey was conducted be­
tw een A ugust 1973 and  A pril 1974. T he  
most recent National N ursing Hom e Survey 
(NNHS) was conducted from  May th rough  
Decem ber 1977.
Data on facilities were collected by personal 
interviews with adm inistrators; facilities’ ac­
countants com pleted questionnaires on ex­
penditures. Resident data were collected by a 
nurse familiar with the care provided to the 
resident. T he  nurse relied on the medical 
record  and personal knowledge o f the resi­
dents. Employees com pleted a self-adm inis­
tered questionnaire. Discharge data, collected
only in the most recent NNHS, were based 
on inform ation recorded in the medical re ­
cord.
For the initial survey conducted in 1973— 
74, the universe included only those nursing 
homes which provided some level o f nursing 
care. T hus, homes providing only personal 
or domiciliary care were excluded. T he  sam­
ple o f 2,118 homes was selected from  the 
17,685 hom es providing some level o f  n u rs­
ing  which w ere listed in th e  1971 M astery 
Facility Inventory (MFI) or which opened for 
business in 1972. Data were obtained from  
about 25,000 staff and 20,000 residents. -Re­
sponse rates were 97 percent for facilities, 88 
percen t fo r ex p en d itu res , 98 percen t for 
residents, and 82 percent for staff.
T h e  scope o f  th e  1977 N N H S en co m ­
passed all types o f  nursing  homes, including 
personal care and domiciliary care homes. 
T h e  sam ple o f  about, 1,700 facilities was 
selected from 23,105 nursing  homes in the 
sam pling fram e, which consisted o f  all homes 
listed in the 1973 MFI and those not on the 
listing and  o p en in g  fo r business betw een 
1973 and  D ecem ber 1976. A bout 18,900 
staff, 8,000 residents, and 5,900 discharged 
residents were selected for the sample. Esti­
mates from  the 1977 NNHS presented in this 
repo rt are provisional, since they are based 
on a subsample o f  about 340 o f the 1,700 
facilities in the sample. Provisional response 
rates were 95 percent for facilities, 84 percent 
fo r  e x p e n d itu re s , 80 p e rc e n t fo r  s ta ff, 99 
p e rc e n t fo r  re s id e n ts , a n d  97 p e rc e n t fo r 
discharges.
Statistics from  the NNH S were derived by 
a ratio-estim ating procedure. Statistics were 
adjusted for failure o f  a hom e to respond, 
failure to fill out one o f the questionnaires, 
and failure to com plete an item on a ques­
tionnaire.
For m ore in fo rm a tio n  on th e  1973-74 
NNHS, see: National C enter for H ealth Sta­
tistics, Selected operating  and financial char­
acteristics o f nursing  homes, U nited States, 
1973-74 National N ursing H om e Survey, by 
M.R. Meiners, Vital and Health Statistics, Series 
13-No. 22, DHEW  Pub. No. (HRA) 76-1773, 
H ealth Resources A dm inistration, W ashing­
ton, U.S. G overnm ent Prin ting Office, Dec. 
1975. For m ore in fo rm ation  on the  1977
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NNHS, sec: National Center for Health Sta­
tistics, Comparison of nursing home residents 
and  d isch arg es, 1977 N ational N u rsin g  
Home Survey, hy E. Hing and A. Zappolo, 
Advance Data from Vital and Health Statistics, 
No. 29, DHKYV Pub. No. (PHSj 78-1250, 
Public Health Service, Hyaltsville, Md., Mav 
17, 1978. '
H. National Ambulatory Medical Care 
Survey
T he National A m bulatory Medical Care 
Survey (NAMCS; is a continuing  national 
probability sam ple o f am bulatory  medical 
encounters. T he scope o f the survey covers 
physician-patient encounters in the offices ol 
physicians classified b> the American Medical 
Association or American Osteopathic Associ­
ation as “office-based, patient care" physi­
cians. F.xcluded tire visits to hospital-based 
phvsicians, visits to the specialists in anesthe­
siology, pathology, and radiology, and visits 
to physicians who are principally engaged in 
teaching, research, or adm inistration. T ele­
phone contacts and nonoffice visits are also 
excluded.
A m ultistage p robab ility  design is em ­
ployed. T he first stage sample consists o f 87 
prim ar\ sampling units (PSU'sj selected from 
about 1,000 such units, into whic h the United 
States has been divided. In each sample PSU, 
a sam ple o f  p rac tic ing  physicians was se­
lected. T he final stage involves selection o f a 
random  week o f the year, and the selection 
of samples o f patient visits during  that week.
For the 1976 survey. 8,022 physicians were 
selected for the sample, of whom 2,585 were 
found to he eligible for NAMCS and were 
asked to participate. A total o f 2,004 ph\si- 
tians (79.1 percent of those eligible) partici­
pated in the study, providing data concerning 
a random  sample o f about 51,000 patient 
visits.
T he estimation procedure used in NAMCS 
has basically three com ponents: (1) inflation 
by reciprocals of the probabilities of selection,
(2) adjustm ent o f nonresponse, and (3) ratio 
adjustm ent to fixed totals.
For more detailed inform ation on the de­
sign o f NAMCS and the m agnitude o f sam ­
p ling  e rro rs  associated  with NAMCS es ti­
m ates, see: N ational C en te r  fo r H ealth  
Statistics, T he National A m bulatory Medical 
Care Survey, 1975 Summary, United States, 
January-D ecem ber 1975, by H. Koch and T. 
McUemore, Vital and Health Statistics, Series 
13-No. 33, DHEW Pub. No. (PHS) 78-1784, 
Public Health Service, W ashington, U.S. Gov­
ernm ent Printing Office, Jan . 1978.
HEALTH RESOURCES 
ADMINISTRATION
Bureau of Health Manpower
A. Medical Specialist Supply Projections
In an ongoing effort the Manpower Anal- 
}sis Branch of the Bureau of Health Man­
power evaluates the fu ture supply o f health 
m anpower in the various occupations.
T h e  1974 suppl> o f  active physicians 
(M.D.'sj h> specialt} was used as the starting 
point for the projections of active physicians 
published in 1978. T he major source o f data 
used to obtain 1974 figures was the American 
Medical Association (AMA) Physician Master- 
file.
I he projections were derived essentially 
from two distinct estimation matrices. The 
first matrix produced a "basic" projection of 
year-by-year fu ture M.D. graduates and sep­
arations from  the active workforce by country 
o f medical education. Estimates o f first-year 
enrollm ents, student attrition, o ther medical 
school-related trends, and a model o f Foreign 
and Canadian Medical G raduate immigration 
were used. T he second matrix distributed the 
fu ture graduates and separations by specialty, 
disaggregated by country o f medical educa­
tion. Projections o f First-year residency trends 
w ere used , and  dea ths and  re tirem e n ts  o f 
active practitioners were d istribu ted  am ong 
the specialties proportionate to the supply in 
each specialty  as o f 1974. M ortality  and 
re tirem en t losses were com puted  by 5-year 
age co h o rt on an an n u a l basis, using age 
d istribu tions and  m ortality  and  re tirem en t 
rates from AMA data.
For m ore in fo rm atio n , see: B u reau  o f
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H ealth M anpower, Supply and Distribution 
o f Physicians and Physician Extenders, Grad­
uate Medical Education National Advisory Com­
mittee Staff Papers, DHEW  Pub. No. (HRA) 
78-11, H ealth Resources A dm inistration, Hy- 
attsville, Md., 1978.
B. Dentistry Survey
T h e  D ivision o f  D en tis try , B u re a u  o f  
H ealth  M anpow er u n d e r contract with the 
A m erican Association o f Dental Exam iners 
collected data on dentists and dental hygien­
ists acquired from  State licensing agencies in 
1972-74.
For m ore inform ation, see: National C en­
te r fo r H ealth Statistics, H ealth Resources 
Statistics, H ealth M anpower and H ealth Fa­
cilities, 1976-77, to be published, or write to 
Division o f H ealth M anpower and Facilities 
Statistics, National C enter for H ealth Statis­
tics, C enter Building, 3700 East-West H igh­
way, Hyattsville, Md. 20782.
CENTER FOR DISEASE CONTROL 
Bureau of Epidemiology
A. National Morbidity Reporting System
T h is  is a system  fo r  co llec tin g  d e m o ­
graphic, clinical, and laboratory data p rim ar­
ily from  State and  territorial health  agencies 
to p rov ide  n a tio n a l su rveillance fo r co n d i­
tions such  as rab ie s , a sep tic  m e n in g itis , 
d iph theria , te tanus, encephalitis, foodborne 
ou tbreaks, and  o thers. C om pleteness o f  r e ­
p o rtin g  varies g rea tly , since n o t all cases 
receive medical care and  not all trea ted  con­
ditions are reported . R eporting is voluntary.
Estimates o f u n d errep o rtin g  for two dis­
eases, measles and viral hepatitis, have been 
made. It is generally accepted that about 10­
15 percent o f  all cases o f  measles tha t occur 
in the U nited States are reported  to CDC. A 
similar estimate o f about 15-20 percent o f all 
cases o f viral hepatitis are reported  to CDC.
D e p e n d in g  on  th e  d isease , d a ta  a re  co l­
lected weekly o r m onthly and are analyzed to
detect epidem iologic trends o r locate cases 
requ iring  control efforts. Data are published 
weekly and sum m arized annually. For m ore 
inform ation see: C enter for Disease Control, 
R epo rted  m orb id ity  and  m ortality  in the 
U nited States, 1976, Morbidity and Mortality 
Weekly Report, 25 (53), A ugust 1977, or write 
to C enter for Disease C ontrol, Chief, N a­
tional M orbidity and  Mortality Statistical Ac­
tivity, B ureau o f Epidemiology, Atlanta, Ga. 
30333.
B. Abortion Surveillance
T he CDC acquires abortion service stylis­
tics by State o f occurrence from  two sources:
(1) central health agencies and (2) hospitals 
and facilities. Since the initiation o f epidem i­
ologic surveillance o f abortion in 8 States in 
1969, the num ber o f  States from  which state­
wide abortion data are rep o rted  increased to 
38 in 1975. M ost o f  th e  38 ce n tra l h ea lth  
agencies have established direct rep o rtin g  
systems, a lthough  a few collected data by 
survey ing  abo rtio n  facilities. In q u iries  by 
CDC to hospitals and  facilities provided in­
form ation for 13 States which did not collect 
statewide abortion data.
T he  total num ber o f  abortions reported  to 
CDC is about 15 percent less than the total 
estim ated independently  by the Alan Gutt- 
m acher Institute, the research and develop­
m ent division o f  the  P lanned  P aren thood  
Federation o f America, Inc.
F or m ore in fo rm atio n , see: C en te r fo r 
Disease Control, Abortion Surveillance 1976, 
D H EW  Pub. No. (CDC) 78 -8 2 7 6 , Public 
H ealth  Service, W ashington, U.S. G overn­
m ent Printing Office, A pr. 1978, or write to 
C enter for Disease Control, A ttn: Director, 
Family Planning Evaluation Division, B ureau 
o f Epidemiology, Atlanta, Ga. 30333.
Bureau of State Services
A. Venereal Disease
All States require  tha t each case o f syphilis 
and gonorrhea which comes to medical a tten­
tion be reported  to the State or local health
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officer. Chancroid, granulom a inguinale, and 
lym phogranulom a venereum  are also rep o r­
table in most States. Every 3 m onths each 
State submits to the Public Health Service a 
statistical summary o f cases reported  during  
the quarter. All cases not previously reported  
in the State, regardless o f duration o f infec­
tion or previous treatm ent status, are counted 
in the statistical rep o rt o f cases. R eported 
morbidity, as reported  cases are sometimes 
called, indicates the result o f case-detection 
activities.
T he trend o f rates o f reported  cases of 
early syphilis over a period  o f years may 
indicate incidence tren d s if  no significant 
changes have occurred in casefinding efforts 
or completeness o f case reporting. Similarly, 
the trend  o f reported  cases o f syphilis in all 
stages o f disease can ind icate prevalence 
trends, subject to the same limitations. T h ere ­
fore, trends in reported  cases and rates must 
be in terpreted  with caution, since they reflect 
no t only changes in disease incidence and  
prevalence bu t also changes in casefind ing  
efforts and completeness o f case reporting.
Cases o f prim ary and secondary syphilis 
are reportable by law in all 50 States and the 
District o f Columbia, but the reported  cases 
understate actual incidence because: (1) cases 
occur which are not diagnosed in the prim ary 
or secondary stages, and (2) many diagnosed 
cases are not reported  to the health  d ep a rt­
m ents. T h e  V enereal Disease C ontrol Divi­
sion estim ates th a t the actual incidence o f 
syphilis was about 79,000 cases in fiscal year 
(FY) 1976, of which 24,933 were reported  to 
health departm ents.
G onorrhea in general is underreported  for 
the same reasons as syphilis. But for gonor­
rhea, underreporting  occurs much m ore fre­
quently for women than for men because 
most infected women exhibit no evidence of 
infection. T he Venereal Disease Control Div­
ision estimates that at least 2,700,000 cases of 
gonorrhea occurred in the United States in 
FY 1976, of which 1,011,014 were reported  
to health departm ents.
Data are published annually in VD Fact 
Sheet. For more inform ation see: Center for 
Disease Control, VD Fact Sheet, 1976, 33rd 
ed., DHEW  Pub. No. (CDC) 77-8195, Public 
Health Service, Atlanta Ga., or write to Cen­
te r for Disease C ontrol, V enereal Disease 
Control Division, Bureau o f State Services, 
Atlanta, Ga. 30333.
B. U.S. Immunization Survey
T his survey is the resu lt o f a contractual 
agreem ent between CDC and the U.S. Bu­
reau o f the Census. Estimates from the Im ­
m unization  Survey a re  based on da ta  ob ­
ta in ed  d u r in g  1 m on th  o f each year in a 
subsample of households interviewed for the 
C urrent Population Survey (CPS), which is 
separately described in this appendix.
T he reporting  system contains dem ograph­
ic variables, and  vaccine h istory  along with 
disease history when relevant to vaccine his­
tory. T h e  system  is used to estim ate the 
im m unity level of the N ation’s child popula­
tion against the vaccine preventable diseases, 
and from tim e-to-tim e immunity level data 
on the adult population are collected.
T he scope of the U.S. Imm unization Sur­
vey covers the 50 States and the District o f 
Columbia. In  the 1976 subsample, approxi­
mately 35,000 occupied households were eli­
gible for interview. O f these, about 1,500 
occupied units were visited, but interviews 
were not ob tained  because the occupants 
were not at home after repeated calls or were 
unavailable for some other reason. In addi­
tion to the 35,000 there  w ere also about
6,000 sample units which were visited but 
were found to be vacant or were occupied by­
persons ineligible for the survey.
T he estimating procedure involves the in­
flation o f weighted sample results to inde­
pendent estimates o f the civilian noninstitu- 
tionalized population o f the United States by­
age and race.
For more inform ation see: Center for Dis­
ease Control, United States Immunization Sur­
vey, 1976, DHEW Pub. No. (CDC) 78-8221, 
Public H ealth  Service, A tlanta, Ga., Nov. 
1977.
C. Fluoridation Census
A survey to determ ine the current popula­
tion, location, and status o f places in the 
U nited States using optim ally adjusted  or 
na tu ra lly  o ccu rrin g  flu o rid a ted  w ater was
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conducted  jo in tly  by the Division o f  D en­
tistry, B ureau o f H ealth M anpower, Health 
Resources A dm inistration, and  the Dental 
Disease Prevention Activity, B ureau o f State 
Services, C enter for Disease Control in 1975.
U tilizing ex isting  ad ju sted  an d  n a tu ra l 
com m unity fluoridation  census records and 
additional inform ation  forw arded  to the Di­
vision o f  D en tistry  d u r in g  th e  p rev io u s 5 
years, a m aster p rin tou t was p repared  listing 
the fluoridation status o f every place in every 
county and State in the U nited States. For 
each place, data included the status o f fluori­
dation , ad justed  o r n a tu ra l; the  popu la tion  
rece iv ing  f lu o rid a te d  w ater; th e  d a te  on 
which fluoridation was started; the authority 
which au tho rized  fluo ridation ; the  dates (if 
any) flouridation was discontinued and re in ­
stated ; and  the  au th o rity  th a t au th o rized  
these actions.
State health departm ents were sent copies 
o f the listing for their States and  were re ­
quested to update , change, and  verify the 
data. A request was also m ade to update  the 
population figures to reflect 1973 estimates- 
T he  corrected listings were re tu rn ed  to the 
Division o f Dentistry where the m aster file 
was revised.
For m ore inform ation see: C enter for Dis­
ease  C o n tro l ,  Fluoridation Census 1 9 7 5 , 
DHEW , Public H ealth  Service, Atlanta, Ga., 
A pr. 1977.
ALCOHOL, DRUG ABUSE, AND 
MENTAL HEALTH 
ADMINISTRATION
National Institute of Mental 
Health
A. Surveys of Mental Health Facilities
T h e  Survey and  R eports B ranch  o f the 
Division o f Biom etry and  Epidemiology con­
ducts several surveys o f mental health facili­
ties. Some o f  th e  da ta  in this r e p o r t  are
derived from  m ore than  one o f these surveys. 
Response rate  to most o f the items on these 
surveys is relatively high as is the case with 
data presented in this report, fo r which the 
rate  is 90 percent o r better. However, fo r 
some survey items the response rate may be 
somewhat lower.
T he  Inventories o f M ental H ealth  Facilities 
are the prim ary source for N IM H  data used 
in this report. This data system is based on 
questionnaires m ailed to m ental health  facili­
ties in the U nited States as o f January  each 
year including psychiatric hospitals, non-Fed­
eral general hospitals with psychiatric servi­
ces, residential trea tm en t centers fo r em o­
tionally disturbed children, federally-funded  
com m unity m ental health centers, freestand­
ing  o u tp a tien t psychiatric clinics, and  o th e r 
types o f multiservice o r day/night facilities.
O th er surveys conducted  by the  Survey 
and Reports B ranch encom pass sam ple su r­
veys o f patients com ing u n d e r care in State, 
county, and private m ental hospitals, ou tpa­
tient psychiatric services, and general hospital 
inpatien t psychiatric units in o rd er to deter­
m ine the characteristics o f patients served by 
these facilities.
For m ore inform ation, write to the Survey 
and  R eports B ranch, Division o f Biom etry 
and  Epidemiology, N ational Institu te o f M en­
tal H ealth, 5600 Fishers Lane, Rockville, Md. 
20857.
National Institute on Drug Abuse
A. Drug Abuse Warning Network
T h e  D ru g  A buse  W a rn in g  N e tw o rk  
(DAWN) is an inform ation system supported  
jointly  by the D rug Enforcem ent A dm inistra­
tion  an d  th e  N ational In s titu te  on D ru g  
Abuse. In  part, the system collects in form a­
tion on drug-related  medical em ergencies in 
24 s tan d a rd  m e tro p o litan  statistical areas 
(SMSA’s) o f  the country. Data are derived 
from  em ergency departm ents open 24 hours 
a day located in non-Federal short-term  gen­
eral hospitals, from  county medical exam i­
ners and  county coroners, and  from  crisis 
in terven tion  centers. W ithin 21 o f  th e  24
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SMSA’s, an  a ttem p t is m ade to enlist all 
em ergency rooms in short-term  non-Federal 
genera l hospitals in to  th e  system . In  th ree  
SMSA’s, because o f  the  la rge  n u m b er o f 
qualifying facilities, em ergency room  cover­
age is on a sam pling basis. A responsible 
individual on the staff at each facility in the 
survey is assigned to fill ou t data  form s, 
which are then sent to DAWN field monitors, 
who check the incom ing data forms.
For m ore inform ation see: D rug Enforce­
m ent A dm inistration, U.S. D epartm en t of 
Ju s tic e , an d  N a tio n a l In s ti tu te  on D rug  
Abuse, U.S. D epartm ent o f Health, Educa­
tion , and  W elfare, D rug  A buse W arn ing  
Network, Phase V Report, DEA Contract No. 
76-25, May 1976-April 1977, W ashington,
D.C.
B. Monitoring the Future Project
This project is a series o f annual surveys 
conducted  by the Institu te  for Social Re­
search at the University of Michigan un d er a 
research g ran t from  the National Institute on 
D rug Abuse. Representative samples o f high 
school seniors in the co term inous U nited  
States are asked to fill ou t questionnaires 
d u rin g  the sp ring  o f each year. T h e  first 
survey was conducted in 1975.
T he procedure for securing a nationwide 
sample of high school seniors is a multistage 
one. T he first stage is the selection of partic­
ular geographic areas. In  each area, one or 
m ore high schools are selected, and the final 
stage is the selection o f seniors in each high 
school. T he  questionnaires are adm inistered 
in classrooms du rin g  norm al class periods 
w henever possible, and  req u ire  ab o u t 45 
m inutes to complete.
Response rates have varied from  66 to 81 
percent for schools initially selected for the 
survey. For each school refusal, a sim ilar 
school is rec ru ited  as a rep lacem en t. C om ­
p le ted  q u es tio n n a ire s  have b een  o b ta in ed  
from  about th ree-fourths o f  all sam pled stu­
den ts  in p a rtic ip a tin g  schools. M ost o f  this 
nonresponse  occurs because o f  s tu d en t ab ­
senteeism.
For m ore inform ation  on these surveys, 
see: Jo h n s to n , U.D., B achm an, J .G ., and
O ’Malley, P.M., D rug Use Among American 
High School Students 1975-1977, T he Mon­
itoring the Future Project, Institute for Social 
Research, T he  University o f Michigan, re ­
search grant num ber 3R01 DA 01411—0181, 
National Institute on D rug Abuse, Rockville, 
Md„ 1977.
NATIONAL INSTITUTES OF 
HEALTH
National Cancer Institute
A. Surveillance, Epidemiology, and End 
Results Reporting (SEER) Program
T h e  SEER P rogram  is opera ted  by the 
B iom etry B ranch  o f the  N ational C ancer 
Institute. It consists of 11 cancer registries 
covering all diagnosed cancer cases for the 
entire populations o f five States, five m etro­
politan  areas, and  the C om m onw ealth o f 
Puerto Rico. T he areas included, which cover 
approxim ately 10 percent of the U.S. popu­
lation, are as follows: Connecticut, Hawaii, 
Iowa, New Mexico, Utah, Atlanta, Detroit, 
New O rleans, San Francisco, Seattle, and 
Puerto Rico. T he program , which began in 
1973, includes reporting  o f all newly diagno­
sed cases of cancer with continuing followup 
on each case. T h u s , the  p ro g ram  makes 
possible the m easurem ent o f cancer incidence 
and patient survival. Mortality data for these 
areas are obtained from  the National Center 
for H ealth Statistics. T h e  data for Puerto  
Rico are not presented in this report. Inci­
dence data for A tlanta are available only for 
1976, the year A tlanta entered the program  
and, hence, are not shown separately but are 
included in the totals for all areas combined. 
Survival data are presented only for the five 
areas in the p rogram  in 1973 tha t had a 
sufficient num ber of patients with 3 years of 
followup inform ation th rough  1976.
For more inform ation, write to: Biometry 
B ran ch . N ational C ancer In s titu te , 7910 
W oodm ont Avenue, Bethesda, Md. 20014.
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HEALTH CARE FINANCING 
ADMINISTRATION
A. Estimates of National Health 
Expenditures
Estim ates o f  public and  p rivate  ex p en d i­
tu re s  fo r h ea lth  a re  com piled  an n u a lly  by 
type o f  e x p e n d itu re  an d  so u rce  o f  funds. 
T he data for several Federal health  program s 
are  taken  from  th e  O ffice o f  M anagem ent 
and  B udget’s special analysis o f  hea lth  p ro ­
grams, while data for the rem aining Federal 
health program s are supplied directly by the 
various agencies.
N on-Federal expenditures estimates come 
from  an array o f sources. Am erican Hospital 
A sso c ia tio n  d a ta  on  h o s p ita l  f in a n c e s , 
in c reased  slightly  to  allow fo r o steo p a th ic  
hosp ita ls , a re  the  p rim ary  sou rce  fo r es ti­
m ates re la tin g  to  h o sp ita l care . E stim ated  
expenditures for the services o f dentists and 
physicians in p riva te  practice are  based on 
the gross income from  self-em ployed practice 
re p o r te d  to th e  In te rn a l R evenue Service, 
while the salaries o f dentists and  physicians 
on the staffs o f hospitals and hospital ou tpa­
tient facilities are considered a com ponent o f 
hospital care. Expenditures for the education 
and train ing o f medical personnel are consid­
e red  to be exp en d itu res  fo r education , and 
w here they  can be sep a ra ted , they a re  ex­
cluded  from  health  ex pend itu res. E xpend i­
tu res  fo r d ru g s , d ru g  sund ries , eyeglasses, 
an d  app liances  ex c lu d e  those  p ro v id ed  to 
inpatients and are estim ated principally from  
the rep o rt o f personal consum ption expendi­
tu res in the D epartm ent o f C om m erce’s na­
tional incom e accounts in the Survey of Cur­
rent Business. N ursing hom e care expenditures 
by both public and private sources are based 
on d a ta  from  th e  N ational N u rsin g  H om e 
Survey conducted by the National C enter for 
H ealth Statistics. Data on the financial expe­
rien ce  o f  h ea lth  in su ran ce  o rg an iza tio n s  
come from  special Social Security A dm inis­
tra tion  analyses o f private health  insurers. 
E x p e n d itu re s  fo r  c o n s tru c tio n  re p re s e n t  
“value p u t in place” fo r hospitals, nursing  
hom es, medical clinics, and medical research
facilities but not for private office buildings 
p ro v id in g  office  space fo r  p riv a te  p ra c ti­
tioners.
For m ore specific in fo rm ation  on  items 
included and  excluded and  on general m eth­
odology used, see: Gibson, R.M. and  Fisher,
C.R., N ational h ea lth  ex p en d itu res , fiscal 
year 1977, Social Security Bulletin, 41 (7):3-20, 
Ju ly  1978.
SOCIAL SECURITY 
ADMINISTRATION
A. Mortality and Life Expectancy 
Projections
T he Office o f the A ctuary o f  the  Social 
Security A dm inistration p repared  projections 
o f population fo r cost estimates o f the Old- 
Age Survivors, Disability, and  Hospital In su r­
ance (OASDHI) system. T o  accomplish this it 
was necessary to p ro jec t fu tu re  m ortality . 
Values o f expectations o f life were also cal­
culated, based on the m ortality projections.
T h e  basic m ortality projection procedure 
involved estim ating ultim ate m ortality rates 
for the year 2050 based on rates experienced 
a t the beginning o f  the period, 1976. T he 
1976 rates were estim ated, using 1974 data 
from  the vital registration system o f NCHS, 
since final 1976 m orta lity  d a ta  w ere no t 
available a t the  tim e the projections w ere 
p repared .
Percentage changes in mortality, based on 
analysis o f death  rates by age and  sex for 10 
broad  groups o f causes o f death  fo r 1974 
an d  ea rlie r  years, w ere ap p lied  to th e  esti­
m ated 1976 death  rates to obtain the postu­
lated death  rates for the year 2050, by cause, 
age, an d  sex. S um m ing  th e  ra te s  fo r  all 
causes within each age-sex category provided 
the ultim ate m ortality rates fo r 2050.
T he  rates for years between 1976 and  2050 
were calculated by geom etric interpolation. 
F or m ore  in fo rm atio n  see: O ffice o f  the  
Actuary, U nited States population projections 
for O ASDHI cost estimates, by F.R. Bayo, 
H.W. Shiman, and  B.R. Sobus, Actuarial Study 
No. 76, D H EW  Pub. N o. (SSA) 7 7 -1 1 5 2 2 , 
Social Security A dm in istra tion , B altim ore, 
Md., Ju n e  1977.
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DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS
A. The U.S. Census of Population
The census of population has been taken 
in the U nited  States every 10 years since 
1790. Beginning in 1985, however, the cen­
sus will be on a quinquennial basis. In the 
1970 census basic dem ographic data such as 
sex, race, age, m arital status, etc. w ere ob ­
tained from  100 percent o f the enum erated  
population. In addition, inform ation such as 
educational attainm ent, occupational status, 
and earnings were obtained for a 20 percent 
sample. More detailed data on previous resi­
dence, veteran status, place of work, country 
of birth of parents, etc. were collected from  a 
15 percent sample; a 5 percent sample w'as 
asked abou t disability  sta tus, c itizensh ip , 
length of m arriage, vocational training, etc. 
Americans living overseas received a supple­
mental schedule.
Detailed national data are tabulated and 
published as are data for areas as small as 
census tracts.
For in form ation  on undercoverage see: 
U.S. Bureau of the Census, Estimates of Cov­
erage of the Population by Sex, Race, and Age: 
Demographic Analysis PHC(E)-4; for tables of 
sam pling errors for sampled data see Census 
of Population 1970, PC(1)-C, G eneral Social 
and Economic Characteristics, A ppendix C.
B. Current Population Survey
T he C urren t Population Survey (CPS) is a 
household sample survey of the civilian non-
in s t i tu t io n a liz e d  p o p u la tio n  c o n d u c te d  
monthly by the U.S. Bureau o f the Census to 
provide estimates of employment, unem ploy­
ment, and other characteristics of the general 
labor force, of the population as a whole, and 
of various other subgroups of the population.
A list o f housing  units from  the  1970 
census, supplem ented by newly constructed 
units and households known to be missed in 
the 1970 census, provides the sampling fram e 
in most areas for the present CPS. In some 
rural locations cu rren t household listings of 
selected land areas serve as the frame.
T he present CPS sample is located in 461 
areas com prising 923 counties and independ­
ent cities with coverage in every State and the 
District o f Columbia. In an average month 
during  1975, the num ber o f housing units or 
living quarters designated for the national 
sam ple w'as about 58,000, o f which about
3,000 were found to be nonexistent, dem ol­
ished, or no longer used as living quarters. 
O f the rem aining 55,000 units assigned for 
interview , about 45,000 w ere interview ed 
households, 2,000 were households at which 
the members were not available for interview, 
and 8,000 were found to be vacant, occupied 
by persons with usual residence elsewhere, or 
otherwise not eligible for interview.
T he estimation procedure involves infla­
tion by reciprocals o f the probabilities of 
selection, adjustm ent for nonresponse, and 
ratio adjustm ent.
For more inform ation see; U.S. Bureau of 
the Census, The Current Population Survey, 
Design and Methodology, Technical Paper 40, 
W ashington, U.S. G overnm ent Printing Of­
fice, Jan. 1978.
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C. Population Estimates and Projections
National estimates are derived by use of 
decennial census data as benchm arks and of 
data available from  various agencies as fol­
lows: births and deaths (Public H ealth Serv­
ice); im m igrants (Im m igration and N aturali­
za tio n  Serv ice); th e  A rm ed  F orces 
(D epartm ent o f Defense); net m ovem ent be­
tween Puerto  Rico and  the U.S. m ainland 
(Puerto Elico Planning Board); and Federal 
employees abroad (Civil Service Commission 
and D epartm ent o f Defense). State estimates 
a re  based  on sim ilar d a ta  and  also on a 
variety of data series, including school statis­
tics from  State departm ents o f education and 
parochial school systems.
N ational popu la tion  projections indicate 
the approxim ate fu tu re  level and character­
istics of the population un d er given assum p­
tions as to fu tu re  fertility, mortality, and net 
im m igration. T h e  m ethod used to develop 
the projections involved preparation  o f p ro ­
jections of each o f the com ponents o f popu ­
lation change—births, deaths, and net im mi­
gration—and the com bination o f these with 
July  1 estimates o f the cu rren t population. 
Projections for States and m etropolitan areas 
incorporate fu rth e r  assum ptions about p op ­
ulation red istribu tion  th ro u g h  in terarea  m i­
gration.
C urren t estimates and projections are ge­
nerally consistent with official decennial cen­
sus figures and do not reflect the am ount o f 
estim ated decennial census u n d eren u m era­
tion.
For m ore inform ation see: U.S. B ureau of 
the Census, Projections o f the population of 
the  U nited  States, 1977 to 2050, Current 
Population Reports, Series P-25, No. 704, U.S. 
G overnm ent P rin ting  O ffice, W ashington, 
July  1977.
D. Survey of Institutionalized Persons
T he U.S. B ureau o f the Census conducted
a Survey o f Institutionalized Persons (SIP) in 
early 1976 un d er the sponsorship o f the U.S. 
D epartm en t o f  H ealth , Education, and  Wel­
fa re . T h e  survey  was d es ig n ed  to  ob ta in  
inform ation about the services and resources 
o f  long-term  care facilities. In fo rm ation  was 
also collected on the type o f care provided to 
residen ts, the  sources o f  finan c in g  fo r this 
care, and possible alternatives for a patient’s 
care.
T he SIP was a sam ple survey and  initially 
included 928 institutions selected from  the 
1973 M aster Facility Inventory  (MFI) file. 
T he MFI, conducted by NCHS, is separately 
described  in this append ix . T h e  universe 
included nursing homes, institutions for the 
mentally re tarded , homes fo r dependen t chil­
d re n , hom es o r re s id e n t schools fo r  th e  
emotionally disturbed, homes fo r alcoholics 
and/or d ru g  abusers, homes fo r unw ed m oth­
ers, res iden t facilities fo r the  d ea f and /o r 
b lind , res id en t facilities fo r the  physically 
handicapped, and  o ther inpatien t health  fa­
cilities. Excluded from  the survey were long- 
stay hospitals and penal and/or juvenile de­
tention facilities. Since the sample was draw n 
from  the  1973 M FI, facilities wrhich w ere 
newly opened between 1973 and 1976 were 
not included in SIP. Thus, there  was slight 
undercoverage.
T he  SIP sample was stratified by size and 
type o f facility. W ithin each sam ple institu­
tion, the adm inistrator, staff m em bers, and a 
sam ple o f residents were interview ed, and  
adm in istra tive  reco rd s  w ere consu lted . A 
sam ple o f residents’ families was also s elected 
fo r interview.
For m ore in form ation  on SIP see: U.S. 
B ureau of the Census, 1976 Survey of Insti­
tutionalized Persons, a study o f persons recei­
ving long-term  care, Current Population Re­
ports, Series P -23-N o. 69, W ashington, U.S. 
G overnm ent Printing Office, Ju n e  1978.
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DEPARTMENT OF LABOR
BUREAU OF LABOR STATISTICS
A. Consumer Price Index
T h e  C onsum er Price In d ex  (CPI) is a 
monthly m easure of price change for a fixed 
m arket basket of goods and services. It is 
revised periodically to take account of chan­
ges in what Americans buy and in the way 
they live. T he latest revision introduced (1) a 
new CPI for all U rban Consum ers and (2) a 
revision o f the CPI for U rban Wage Earners 
and Clerical W orkers. T he new indices were 
in troduced with the release of January  1978 
data. To make the transition less difficult, 
the unrevised CPI for U rban Wage Earners 
and Clerical W orkers was published for 6 
m onths after the revision.
In  this report, all CPI data shown are the 
unrevised CPI for U rban Wage Earners and 
Clerical W orkers. Prices for 400 items were 
obtained in urban portions o f 39 major statis­
tical areas and 17 smaller cities which were 
chosen to represent all urban places in the 
U n ited  States. T hey  w ere collected from  
about 18,000 establishm ents—grocery and  
departm ent stores, hospitals, filling stations, 
and  o th e r types o f stores and  service estab­
lishments.
Prices o f food, fuels, and a few o ther items 
were obtained every m onth in all 56 loca­
tions. Prices o f most o ther commodities and 
services were collected every m onth in the 
five la rgest areas and  every 3 m onths in 
o ther areas. Prices o f most goods and services 
were obtained by personal visits o f the Bu­
reau ’s trained representatives. Mail question­
naires were used to obtain local transit fares,
public utility rates, new spaper prices, fuel 
prices, and certain o ther items.
In calculating the index, price changes for 
the various items in each location were aver­
aged together with weights which represent 
their im portance in the spending of all wage 
earners and clerical workers. Local data were 
then combined to obtain a U.S. city average. 
Separate indexes were also published for 23 
areas.
T he index m easures price changes from a 
d es ig n a ted  re fe re n c e  d a te — 1967—which 
equals 100.0. An increase of 22 percent, for 
exam ple, is shown as 122.0. This change can 
also be expressed in dollars as follows: The 
price of a base period "m arket basket” of 
goods and services bought by urban  wage 
earners and clerical workers has risen from 
$10 in 1967 to $12.20.
For more inform ation see: Bureau o f La­
bor Statistics, Consumer Price Index: Concepts 
and Content over the Years, BLS R eport 517, 
W ashington, U.S. G overnm ent Printing O f­
fice, May 1978.
B. Employment and Earnings
T he Division of Industry  Employment Sta­
tistics and the Division of Em ploym ent and 
U nem ploym ent Analysis o f the B ureau of 
L abor Statistics (BLS) publish data on em ­
p loym ent and  earn in g s. T h e  da ta  are  col­
lected  by th e  U.S. B u reau  o f  th e  C ensus, 
S tate E m ploym ent Security  A gencies, and 
State D epartm ents o f  Labor in cooperation 
with BLS.
T h e  m ajor d a ta  source  is th e  C u rre n t 
Population Survey (CPS), a household in ter­
view survey conducted monthly by the U.S.
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B ureau of the Census to collect labor force 
d a ta  fo r  BLS. T h e  CPS is sep ara te ly  d e ­
scribed in this appendix.
Data based on establishm ent records are 
also compiled each m onth from  mail ques­
tionnaires by BLS, in cooperation with State 
agencies.
For m ore inform ation see: U.S. D epart­
m ent of Labor, B ureau of Labor Statistics, 
Employment and Earnings, January 1978, Vol. 
25, No. 1, W ashington, U.S. G overnm ent 
Printing Office, Jan . 1978.
C. Hospital Industry Wage Survey
This survey has been conducted by the 
B ureau o f Labor Statistics every 3 years since 
the early 1960’s. T he  latest survey was con­
ducted from  A ugust 1975 to January  1976.
T he  most recent survey included proprie­
tary and nonprofit hospitals, and  State and 
local (e.g. municipal, county, hospital district) 
governm ent hospitals in 23 standard  m etro­
politan statistical areas. Excluded from  the 
survey were Federal G overnm ent hospitals, 
sanitoria, rest homes, convalescent hom es or 
curative baths, spas, and  o ther institutions 
which do not adm it persons for the express 
purpose of providing medical, psychiatric, or 
surgical care. A hospital, for the purposes of 
this study, is defined  as a single physical 
location where medical, psychiatric, or su r­
gical services are provided. Short-term  hos­
pitals are  those in which patients stay an 
average o f less than 30 days.
Hospitals studied were selected from  those 
em ploying 100 workers or m ore at the time 
o f reference  o f  the universe data. T he  un i­
verse was p re p a re d  from  th e  1973 M aster 
Facility Inventory m aintained by the National 
C enter for H ealth Statistics.
Data on hospital industry  characteristics, 
occupational earnings, hours, and fringe be­
nefits were obtained by personal visits o f the 
B ureau’s field staff to a representative sample 
o f hospitals within the scope o f the survey.
T he  occupations selected fo r study were in 
two m ajor em ploym ent categories—profes-. 
sional and  nonprofessional. “P rofessional/ 
technical w orkers” o r “professional w orkers” 
include physicians, reg istered  professional 
nurses, and o ther professional/technical em ­
ployees such as dietitians, therapists, licensed 
practical nurses, medical and radiologic tech­
nologists, and medical record adm inistrators. 
“ N onpro fessional w orkers” inc lude  office 
clerical and o ther nonprofessional employees. 
O th e r  nonp ro fessio n a l em ployees include 
n u rs in g  aids, o rd e rlie s , c leaners, k itchen  
help, housekeepers, and unskilled laboratory 
help (including bottle washers) and m ainten­
ance employees. M embers o f religious orders 
were excluded. Regularly em ployed part-tim e 
workers were included in the selected occu­
pations and wage data are presented separa­
tely fo r such workers.
Inform ation  on wages relates to straight­
tim e hourly  earn ings, excluding  p rem ium  
pay for overtime and fo r work on weekends, 
holidays, and  late or o ther shifts. T he value 
o f room , board, or o ther perquisites provided 
in ad d itio n  to  cash paym ents w ere also ex­
cluded. Cost-of-living bonuses were included 
as p a r t  o f  th e  w o rk e r’s re g u la r  pay, b u t 
paym ents such as Christm as o r year-end. bo­
nuses were excluded.
Average (mean) hourly rates or earnings 
fo r  each  o c c u p a tio n  w ere  ca lc u la te d  by 
weighting each rate  (or hourly earnings) by 
the num ber o f employees receiving the rate, 
to ta lin g , an d  d iv id in g  by th e  n u m b e r o f 
individuals. T he hourly earnings o f salaried 
w orkers  w ere o b ta in ed  by d iv id in g  th e ir  
straight-tim e salary by norm al (or standard) 
ra th e r than actual hours to which the salary 
corresponds.
For m ore inform ation see: B ureau o f La­
bor Statistics, U.S. D ep artm en t o f Labor, 
Industry Wage Survey, Hospitals, August 1975— 
January 1976, B ulletin  1949, W ashington, 
U.S. G overnm ent Prin ting Office, 1977, or 
write to U.S. D epartm ent o f Labor, B ureau 
o f Labor Statistics, W ashington, D.C. 20212.
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ENVIRONMENTAL PROTECTION AGENCY
A. National Aerometric Surveillance 
Network
T h e  E n v iro n m en ta l P ro tec tio n  A gency 
(EPA), th rough extensive m onitoring o f activ­
ities conducted by Federal, State, and local 
air pollution control agencies, collects data on 
the five pollutants for which National Am­
bient Air Quality Standards have been set. 
These pollution control agencies submit data 
quarterly to EPA’s National Aerom etric Data 
Bank (NADB). T here  are about 3,400 total 
stations reporting . Data from  some sh o rt­
term  or sporadic m onitoring for such pu rpo ­
ses as special studies and com plaint investi­
gations are usually not included in the NADB 
because the data are not extensive enough to 
provide equitable comparisons with routine 
data from  perm anent m onitoring sites. For 
m ore inform ation see: Environm ental Protec­
tion Agency, National Air Quality and Emissions 
Trends Report, 1976, EPA -450/1-77-002, Re­
search Triangle Park, N.C., Dec., 1977, or 
write to the Air Pollution Technical In fo r­
m ation C en ter, E nvironm enta l P ro tection  
Agency, Research Triangle Park, N.C. 27711.
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CONSUMER PRODUCT SAFETY COMMISSION
A. National Electronic Injury Surveillance 
System
This system collects data from  a probability 
sam ple o f 119 hospital em ergency  room s 
selected by the  C onsum er P ro d u c t Safety 
Commission (CPSC) from  over 5,000 such 
facilities in the U nited States. T rained  work­
ers abstract data from  the em ergency room  
records o f  all patien ts adm itted  each day 
whose injuries involve consum er products. 
T he inform ation is transm itted  daily to the 
C onsum er P roduct Safety Com m ission. In  
fiscal year 1976 the  N ational E lectronic In ­
ju ry  Surveillance System (NEISS) collected 
a n d  s to re d  s u rv e il la n c e  d a ta  on  a b o u t
400,000 cases. A lthough NEISS collects data 
on all consum er products, CPSC publications 
do not include data for certain products such 
as m otor vehicles, food, drugs, firearm s, and 
o ther products which are u n d er the jurisdic­
tion o f  o ther Federal agencies.
For further information on the NEISS see: U.S. 
Consumer Product Safety Commission, Annual 
Report, Fiscal Year 1976, W ashington, U.S. 
Government Printing Office, Oct. 1976, or call the 




T he Statistical Office of the United Nations 
prepares the Demographic Yearbook, a com pre­
hensive collection o f in te rn a tio n a l d em o ­
graphic statistics.
Q u e s tio n n a ire s  a re  sen t an n u a lly  and  
monthly to m ore than 220 national statistical 
services and other appropria te  governm ent 
offices. Data fo rw arded  on these q u estio n ­
naires are supplem ented, to the extent possi­
ble, by d a ta  taken  from  official national 
publications and by correspondence with the 
national statistical services. T o  ensure com ­
parability, rates, ratios, and percentages have 
been calculated in the Statistical Office of the 
United Nations.
Lack o f in te rn a tio n a l com parability  be­
tween estimates arises from  differences in 
concepts, definitions, and time of data collec­
tion. T he comparability of population data is 
affected by several factors, including (1) the 
definitions of the total population, (2) the 
definitions used to classify the population 
into its urban/rural com ponents, (3) difficul­
ties relating to age reporting, (4) the extent 
of over- or under-enum eration, and (5) the 
q u a l ity  o f  p o p u la t io n  e s t im a te s .  T h e  
com pleteness and accuracy o f vital statistics 
data also vary from  one country to another. 
D ifferences in statistical definitions o f vital 
events may also influence comparability.
For m ore inform ation see: United Nations, 
Demographic Yearbook 1976, Pub. No. ST/ESA/ 




A. World Health Statistics Annual
T he W orld H ealth O rganization (WHO) is 
one o f the specialized agencies of the United 
N ations. W HO publishes the World Health 
Statistics Annual each year. This publication is 
the result o f a jo in t effo rt by the national 
health  and statistical adm inistrations o f many 
countries, the Statistical Office o f the United 
Nations, and the W orld H ealth O rganization. 
It is published in th ree volumes: Volume I— 
Vital Statistics and Causes of Death; Volume 
II— Infectious Diseases: Cases and  Deaths; 
V olum e I I I—H ealth Personnel and Hospital 
Establishments.
Data in the World Health Statistics Annual 
are provided by national adm inistrators in
answer to questionnaires or obtained from  
annual national publications. Some o f the 
data are rep rin ted  from  the Demographic Year­
book.
In  many cases, com plete comparability of 
data between countries is not possible. D iffer­
ences in the defin ition  o f a hospital may 
occur. T he  level o f general education and 
professional tra in ing  o f health  personnel may 
vary from  country to country. Completeness 
o f coverage also varies. N oncom parability of 
diagnostic coding o f data can also occur.
For m ore inform ation see: W orld H ealth 
O rganization, World Health Statistics Annual, 
1977, Vols. I, II , I I I , Geneva, Switzerland, 




A masterfile o f physicians has been m ain­
tained by the American Medical Association 
(AMA) since 1906. T oday, the m asterfile  
contains data on almost every physician in 
the United States, both members and non­
members of AMA, and on those graduates of 
American medical schools tem porarily prac­
ticing overseas. T he file also includes g radu ­
ates o f foreign medical schools who are in 
the United States.
A file is initiated on each individual upon 
entry into medical school or, in the case of 
fo re ig n  g ra d u a te s , u p o n  e n try  in to  the  
United States. A census of physicians is con­
d u c ted  every 3 years to u p d a te  th e  file 
inform ation on professional activities, special­
ization, and present em ploym ent status. The 
last census from  which data are available was 
conducted in 1973. Between censuses, AMA 
keeps the file cu rren t by continuous checks 
of professional publications and State licen­
sure notices for changes in any physician’s 
activities. W hen a change is noted, the physi­
cian is sent another copy of the question­
naire. In 1975, approxim ately 3,500 of these 
questionnaires were mailed per week. T he 
general response rate to the questionnaires is 
about 87 percent.
For m ore inform ation on the AMA Physi­
cian Masterfile see: G oodm an, L.J.: Physician 
Distribution and Medical Licensure in the U.S., 
1976, Chicago, A m erican Medical Associa­
tion, 1977.
B. Surveys of Medical Groups
T he American Medical Association (AMA) 
C en ter fo r H ealth  Services Research and
D evelopm ent conducted  surveys o f g roup  
medical practice in 1965, 1969, and 1975.
In the 1975 survey, questionnaires were 
m ailed  to  all 13,169 know n or p o ten tia l 
g ro u p s in the U.S. and  its te rr ito rie s  in 
December 1974. Inform ation was solicited in 
several areas o f concern, including the age of 
groups, specialty composition, form  of orga­
nization, adm inistration and m anagem ent, in­
come distribution, facilities and services prov­
ided, prepaym ent activity, and allied health 
m anpower employed. Fifty-three percent of 
the groups responded to the first mailing. 
Several followup mailings, personal letters, 
and telephone calls raised the response rate 
to 96 percent.
O f the 13,169 questionnaires mailed, 1,889 
w ere not usable because they w ere from  
groups no longer in existence or dissolved or 
from  groups listed in AMA records under 
more than one name. A nother 2,269 were 
elim inated because they did not m eet the 
AMA definition of group practice. This re ­
sulted in a usable response of 8,483 groups, 
22 of which were in Puerto Rico and other 
U.S. possessions.
For m ore inform ation see: Goodman, L.J., 
Bennette, E.H., and O dem , R.J., Group Medi­
cal Practice in the U.S., 1975, Chicago, Am eri­
can Medical Association, 1977.
C. Annual Census of Hospitals
From 1920 to 1953, the Council on Medical 
Education and  H ospitals o f the A m erican 
Medical Association (AMA) conducted an ­
nual censuses of all hospitals registered by 
AMA.
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In  each annual census questionnaires were 
sent to hospitals asking for the num ber of 
beds, bassinets, births, patients adm itted, av­
erage census o f patients, lists o f staff doctors 
and interns, and o ther inform ation o f im por­
tance at the particular time. Response rates 
were always nearly 100 percent.
Comm unity hospital data from  1940 and 
1950 which are presented in this rep o rt were 
calculated using published figures from  the 
AMA A nnual Census o f Hospitals. A lthough 
the  hospital classification schem e used by 
AMA in pub lished  re p o rts  is no t strictly  
com parable with the definition o f com m unity 
hospitals, methods were em ployed to achieve 
the greatest comparability possible.
For m ore inform ation on the AMA A nnual 
Census of Hospitals see: A m erican Medical 
Association, Hospital Service in the United 
States, JAMA 116(11): 1055-1144, 1940.
D. Periodic Survey of Physicians
T h e  Periodic Survey o f  Physicians is a 
sample survey o f non-Federal, office-based, 
patient-care physicians in the U nited States. 
Q uestionnaires are sent to a random  sample 
o f physicians to obtain inform ation on work 
patterns o f physicians, fees for selected serv­
ices, physicians’ p rofessional expenses and  
net incomes, and  utilization o f  allied health  
personnel in medical practices.
T h e  ten th  Periodic Survey o f Physicians 
was conducted from  O ctober 1975 to Febru­
ary 1976. Q u estionnaires  w ere m ailed to 
11,121 physicians. T h e  response  ra te  was 
about 50 percent.
For m ore inform ation see: A m erican Med­
ical Association, Profiles of Medical Practice, 
1977, Chicago, 1976 o r write to: A m erican 
Medical Association C enter fo r H ealth  Serv­
ices R esearch  an d  D ev elo p m en t, 535 N. 
D earborn Street, Chicago, 111. 60610.
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AMERICAN HOSPITAL ASSOCIATION
A. Annual Survey of Hospitals
Data from  this survey are based on ques­
tionnaires that are sent to all hospitals in the 
U nited  S tates and  its associated  areas ac­
cepted for registration by the American Hos­
pital Association (AHA). In 1976, question­
naires were mailed to 7,158 registered hospi­
tals. O f these, 7,082 hospitals were located in 
the 50 States and the District o f Colum bia, 
and 76 were located in the U.S. possessions. 
Overall, 6,552 hospitals reported  data, a re ­
sponse rate of 91.5 percent. For n o n rep o rt­
ing hospitals and  for the survey q u es tio n ­
naires o f reporting  hospitals on which some 
in fo rm a tio n  was m issing, estim ates w ere 
m ade for all data except those on bassinets
and facilities. 'The estim ates o f the missing 
data w-ere based on data furnished by repo rt­
ing hospitals tha t were sim ilar in term s of 
bed-size category, type of control, major type 
o f service provided, and type o f stay to the 
hospitals whose data were not reported.
Hospitals are requested to report data for 
the full year ending Septem ber 30. Slightly 
more than half o f the responding hospitals 
used this reporting  period in the 1976 sur­
vey. T he rem aining hospitals used various 
reporting  periods.
For more inform ation on the AHA Annual 
Survey of Hospitals see: American Hospital 
Association, Hospital Statistics, 1977 Edition, 
Data from, the American Hospital Association 
1976 Annual Survey, Chicago, 1977.
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AMERICAN NURSES' ASSOCIATION
A. Inventories of Nurses
Since 1949, the American N urses’ Associa­
tion (ANA) has periodically conducted na­
tional inventories o f registered nurses and 
licensed practical nurses. T he  m ost recent 
surveys were conducted in 1972 for regis­
tered nurses and in 1974 for licensed practi­
cal nurses.
T o  collect data on nurse m anpow er, ANA 
em ployed  th e  p ro c e d u re s  u sed  by S tate  
boards o f  nu rs ing  fo r licensure renew als. 
Q uestionnaires were included with license 
renewal applications sent to nurses. Since few 
States have the same license renew al date, 
the data do not describe a single point in 
time. C utoff dates, generally 1 m onth  after 
the license expiration date, were assigned in 
each State. W hen its cu toff date was reached, 
each State Board o f N ursing packaged the 
questionnaires and  sent them  to ANA for 
central processing.
Since nurses can be licensed in m ore than
one State, undup lica tion  p rocedures w ere 
perform ed to avoid overestim ating the actual 
nurse supply.
T h ere  are some limitations which prevent 
these studies from, being  considered  tru e  
“censuses” o f nurses. T he  use o f cufoff dates 
m ay te n d  to  ex c lu d e  som e p e rso n s  w ho 
should be included. In  some States, question­
naires were mailed separately from  license 
applications, and the response rates were less 
than  100 percent for these States. Response 
rates also varied from  question to question. 
A djustm ents for nonresponse were m ade to 
the num ber o f em ployed nurses.
For m ore inform ation on these surveys see: 
Roth, A.V. and  W alden, A.R., The Nation’s 
Nurses: 1972 Inventory of Registered Nurses, 
Kansas City, Am erican N urses’ Association, 
1974; and  Roth, A.V. and Schmitting, G.T., 
LPNS: 1974 Inventory of Licensed Practical 
Nurses, Kansas City, A m erican N urses’ Asso­
ciation, 1977.
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OFFICE OF POPULATION RESEARCH
A. National Fertility Studies
T h e  O ffice o f P o p u la tio n  R esearch  at 
Princeton University sponsored two National 
Fertility Studies in 1965 and 1970. Both were 
similar in design to Cycle I o f the National 
Survey o f Family Growth conducted by the 
National C enter for H ealth Statistics.
T he target population for the 1965 survey 
consisted of currently m arried women born 
since July 1, 1910 who were living with their 
husbands and resid ing in the coterm inous 
U nited States. A random  sample o f 5,617 
women were interviewed, for a response rate 
of 88 percent. O f the 12 percent not in ter­
viewed about two-thirds were refusals. T he 
contraceptive data from  this survey shown in 
this repo rt are based on 4,810 o f the 5,617 
com pleted interviews.
T he population covered by the sample in 
1970 was ever-m arried  w om en 15-44 years 
of age who were not living on military bases. 
Interviews were com pleted for 6,752 women, 
for a response rate o f 80 percent. T he data 
from  the 1970 survey shown in this report 
are based on 5,884 o f the com pleted in ter­
views.
N onresponse adjustm ents were not made 
in either the 1965 or 1970 surveys.
For m ore inform ation  on the 1965 Na­
tional Fertility Study see: N.B. Ryder and
C.F. Westoff, Reproduction in the United States, 
Princeton University Press, 1971. For m ore 
inform ation on the 1970 National Fertility 
Study see: C.F. W estoff and N.B. Ryder, The 




A. Induced Abortion Data
T he Population Council, in its Reports on 
Population/Family Planning, has published in­
ternational data on induced abortion.
M ost o f  th e  d a ta  a re  based on official 
statistics o f  legal abortions from  countries 
w here liberalized abortion  laws have been 
enacted at various times since th e  1930’s. 
Most o f these laws provide for the reporting  
to health  authorities o f all abortions p erfo r­
m ed u n d e r the provisions o f the law. T h e
com pleteness and accuracy o f the reporting  
vary am ong countries.
W here necessary and possible, the official 
statistics were supplem ented with data collec­
ted by voluntary organizations.
F or m o re  in fo rm a tio n  see: P o p u la tio n  
Council, induced abortion, 1975 factbook, by
C. T ietze and  M. Cooper M urstein, Reports on 
Population /Family Planning, No. 14, 2nd ed., 




Glossary of Terms 
CONTENTS
General Terms
Social and Demographic Terms..................................................................................  466
Geographic Terms.......................................................................................................... 468
Health Status and Determinants
Fertility...........................................................................................................................  470
Mortality..........................................................................................................................  47 0
Determinants of Health................................................................................................  471
Measures of Health......................................................................................................... 471
Utilization and Resources
Ambulatory Care...........................................................................................................  474
Inpatient Care................................................................................................................. 474
Psychiatric Care.............................................................................................................  477
Manpower........................................................................................................................ 47 8
Health Care Costs and Financing..................................................................................... 480
465
APPENDIX II
Glossary of Term s
GENERAL TERMS
Social and Demographic Terms
Age.—Age is reported  as age at last b irth­
day, i.e., age in com pleted years, often calcu­
lated by subtracting date of birth from  the 
reference date, with the reference date being 
the date o f the exam ination, interview, or 
other contact with an individual.
Age adjustment of death rates.—Age adjust­
ment, using the direct m ethod, is the appli­
cation o f the age-specific death  rates in a 
population o f interest to a standardized age 
distribution in o rder to eliminate the d iffer­
ences in observed rates due to age differences 
in population com position. This is usually 
done when com paring two or m ore popula­
tions at one point in time or one population 
at two or more points in time.
Average annual rate of change (percent 
change).—Two types of rates o f change are 
used in this report, geom etric and exponen­
tial. A geometric rate of change is one in which 
a variable increases or decreases at the same 
rate over each year. This m ethod o f com put­
ing the average annual rate o f change is used 
in Part B Section I, A and C, Section III, A, 
and Section IV. An exponential rate of change 
is one in which a variable increases o r d e ­
creases continuously over the tim e interval. 
This m ethod o f com puting the average an ­
nual rate of change is used in Part B Section 
III, B.
Color and race.—T he fed e ra l G overnm ent’s 
data systems often classify individuals into 
two color groups (“w'hite” and “all o ther”) or 
th ree  racial groups (“w hite,” “black,” and 
“o th e r races”). G enerally, “o th e r races” in ­
cludes A m erican Indian, Chinese, Japanese, 
and o thers, w'hile “w hite” includes Mexican 
and Cuban. Beginning in 1976, Federal data 
collections specify ethnic orig in , including  
Spanish heritage.
D epending on the data source, the classifi­
cation by color and race may be based on 
self-classification o r an observation by an 
interviewer or o ther persons filling out the 
questionnaire. In the national vital registra­
tion system, newborn infants are assigned the 
race of their parents; if the parents are of 
different races and one is white, the child is 
assigned the o ther p a ren t’s race; if either 
paren t is Hawaiian, the child is classified as 
Hawaiian; and in all o ther cases, the child is 
assigned the fa ther’s race. Prior to 1964, the 
national vital registration system classified all 
b irth s  fo r  w hich race was u n k n o w n  as 
“white.” T he Health Interview Survey assigns 
the race o f the fa th e r to ch ild ren  whose 
parents are of different races.
Currently employed.—In the H ealth In te r­
view Survey, currently  em ployed people are 
those 17 years o f age and over who report 
that they either work at or have a job  or 
business. C urren t em ployment includes paid
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work as an em ployee o f someone else, self­
em ploym ent in a business, farm ing, o r p ro ­
fessional practice, as well as unpaid  work in a 
family business o r farm . People tem porarily 
absent from  a jo b  or business because o f 
tem porary  illness, vacation, strike, personal 
reasons, or bad w eather are considered cu r­
rently em ployed. (Free-lance workers also are 
considered currently  em ployed if they have a 
definite arrangem ent with one em ployer or 
m ore to work for pay according to a weekly 
or m onthly schedule, either full time or part 
time.)
E xcluded  fro m  th e  cu rre n tly  em ployed  
population are: (1) people receiving revenue 
from  an enterprise but not participating in 
its operation, (2) people doing housew ork or 
charity work for which they receive no pay,
(3) seasonal workers du ring  the portion of 
the year they are not working, and (4) people 
laid o ff or looking for work. These num bers 
o f curren tly  em ployed people d iffer from  
those p repared  by the U.S. B ureau o f the 
Census. For official estimates o f the currently  
em ployed population, see the U.S. B ureau  o f 
Labor Statistics m onthly report, Employment 
and Earnings.
Family income.—For purposes o f the H ealth 
Interview Survey and  H ealth and N utrition 
E x am in a tio n  Survey , all p eo p le  w ith in  a 
household rela ted  to  each o ther by blood, 
m arriage, o r adop tion  constitu te a family. 
Fam ily incom e, th e n , is th e  to tal incom e 
received by the m em bers o f a family in the 
previous 12 m onths, includ ing  wages, sala­
ries, rents from  property , interest, dividends, 
profits and  fees from  the ir own business, 
pensions, and  help from  relatives.
Marital status.—T he population is classified 
th ro u g h  se lf-repo rting  in to  the categories 
m arried  and unm arried . M arried includes all 
m arried  peop le  no t sep ara ted  from  th e ir  
spouses. U nm arried  includes those who are 
single (never m arried), divorced, or widowed. 
In  the U.S. B ureau o f the Census, separated 
people count as m arried , while for the na­
tional vital registration system they are classi­
fied as unm arried . T he  A bortion Surveillance 
repo rts  o f the C enter for Disease C ontrol 
classify separated people as unm arried  for all 
States except Rhode Island.
Population.—T he U.S. B ureau o f the Cen­
sus collects and  publishes data  on several 
d ifferen t types o f population in the U nited 
States. Various statistical systems then  use the 
appropria te  population in calculating rates.
Total population is the population o f the 
U nited States including all m em bers o f 
the A rm ed Forces living in foreign coun­
tries, Puerto  Rico, Guam, and the U.S. 
Virgin Islands. O ther Americans abroad 
(e.g., civilian Federal employees and de­
p en d e n ts  o f  m em bers o f  th e  A rm ed  
Forces o r o ther Federal employees) are 
not included.
Resident population is the population living 
in the U nited States. This includes m em ­
bers o f the A rm ed Forces stationed in 
the U nited States and  their families as 
well as foreigners w orking or studying 
here; it excludes foreign military, naval, 
and diplomatic personnel and  the ir fam ­
ilies located here and residing in embas­
sies or similar quarters as well as A m eri­
cans liv in g  a b ro a d . T h e  re s id e n t 
p o p u la tio n  is o ften  th e  d e n o m in a to r  
when calculating birth  and  death  rates 
and incidence o f disease.
Civilian population is the resident popula­
tion excluding m em bers o f the A rm ed 
F orces. Fam ilies o f  m em b ers  o f  th e  
.Armed Forces are included, however.
Civilian noninstitutionalized population is 
the  civilian popula tion  no t resid ing  in 
institutions. Institutions include correc­
tional institutions, detention hom es, and 
train ing  schools fo r juvenile delinquents; 
hom es fo r the  aged and  dependen t (e.g., 
nursing  homes and  convalescent homes); 
hom es for dependen t and neglected chil­
dren ; homes and schools fo r the m en­
tally or physically handicapped; homes 
for unw ed m others; and  psychiatric, tu ­
berculosis, and  chronic disease hospitals 
and residential trea tm en t centers. This 
population is the denom inator in  rates 
calculated fo r the National C enter for 
H ealth  Statistics’ H ealth  Interview  Sur­
vey and  H ealth and  N utrition Exam ina­
tion Survey.
Institutionalized population is the popula­
ting residing in institutions. T he  Survey
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of Institutionalized Persons includes res­
idents o f nursing  homes, psychiatric fa­
cilities, children’s facilities, facilities for 
the physically handicapped or mentally 
handicapped, and other health facilities 
included in the Master Facility Inven­
tory, but excludes all residents of hospi­
tals as well as residents of detention or 
custodial facilities fo r ju v en ile  d e lin ­
quents.
Poverty level.—As used  in th e  1971-74 
H ealth and N utrition Examination Survey, 
the poverty level threshold values are values 
that are shown in the U.S. B ureau o f the 
Census publication, Current Population Reports, 
Series P-60, No. 86 (December 1972), and 
that are derived from a poverty level index, 
defined by the Social Security Adm inistration 
in 1964. These values consider the costs of 
necessary nutrition for families based on such 
factors as family size and composition, age 
and sex o f the family head, and farm  or 
nonfarm  residence.
Geographic Terms
Division and regiori.—T he 50 States and the 
District of Columbia have been grouped for 
statistical purposes by the U.S. Bureau of the 
Census into nine divisions within four re ­
gions. T he groupings are as follows:
N ORTH EA ST 
New England
Maine, New H am pshire, V erm ont, Mas­
sachusetts, Rhode Island, Connecticut 
Middle Atlantic
New York, New Jersey, Pennsylvania
N O RTH  CENTRAL 
East N orth Central
Michigan, Wisconsin, Ohio, Indiana, Illi­
nois
West N orth Central
M innesota, Iowa, M issouri, N orth  Da­
kota, South Dakota, Nebraska, Kansas
SOU TH
South Atlantic
Delaware, Maryland, District of Colum­
bia, Virginia, West Virginia, N orth C ar­
olina, South Carolina, Georgia, Florida
East South Central
Kentucky, Tennessee, Alabama, Missis­
sippi
West South Central
Arkansas, Louisiana, Oklahoma, Texas
WEST
Mountain
M ontana, Idaho , Wyoming, Colorado, 
New Mexico, Arizona, Utah, Nevada
Pacific
W ashington, O regon, California, Alaska, 
Hawaii
Location of residence, hospital, etc.—A system 
set up by the U.S. D epartm ent of Agriculture 
classifies m etropolitan counties according to 
the size o f the m etropolitan area of which 
they are a part and nonm etropolitan counties 
according to their num ber of urban residents 
and proximity to a m etropolitan area. The 
coding, as applied to data in this report, uses 
the 1973 county designations p repared  by 
the U.S. Office of M anagem ent and Budget 
w-hich classified counties according to their 
size and other characteristics as reported  in 
1970.
T he county classifications are as follows:
l. Inside SMSA.—m etropolitan counties (see
“Standard m etropolitan statistical area")
1. Large SMSA refers to a county with an 
SMSA of at least 1 million population.
A. Core refers to counties containing 
th e  p rim ary  cen tra l city o f an  
SMSA. '
B. Fringe refers to suburban counties 
of an SMSA.
2. Medium SMSA refers to a county within 
an SMSA of 250,000 to 999,999 popu­
lation.
3. Other SMSA refers to a county within 
an SMSA of less than 250,000 popula­
tion.
II. Outside SMSA.—nonm etropolitan counties
1. Adjacent to SMSA refers to a county- 
contiguous to an SMSA.
A. Urbanized refers to a county contig­
uous to an SMSA and having an 
aggregate urban population of at 
least 20,000.
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B. Less urbanized re fe rs  to a county 
contiguous to an SMSA and having 
an aggregate u rban  population of
2.500 to 19,999.
C. Thinly populated refers to a county 
contiguous to an SMSA and having 
no urban  population.
2. Not adjacent to SMSA refers to a county
not contiguous to an SMSA.
A. Urbanized re fe rs  to a county not 
contiguous to an SMSA and having 
an aggregate u rban  population o f 
at least 20,000.
B. Less urbanized refers to a county not 
contiguous to an  SMSA and having 
an aggregate u rban  population o f
2.500 to 19,999.
C. Thinly populated refers to a county 
no t con tiguous to an  SMSA and  
having no urban  population.
Metropolitan.—Any county within a stand­
ard  m etropolitan statistical area is m etropoli­
tan. O ther counties are nonmetropolitan.
Registration area.—T h e  U nited  States has 
separate registration areas fo r b irth , death, 
m arriage, and divorce statistics which collect 
data annually from  States whose registration 
data are a t least 90 percen t complete.
T he  death-registration area was established in 
1900 with 10 States and  the District o f Col­
um bia, while th e  birth-registration area was 
established in 1915, also with 10 States and 
the D istrict o f Colum bia. B oth areas have 
covered the entire U nited States since 1933.
C urrently, Puerto  Rico, the U.S. V irgin Is­
lands, and  Guam are also included, although 
in statistical tabulations they are no t p a rt of 
the “U nited States” total.
Reporting area.—In  the national vital regis­
tra tion  system, rep o rtin g  requ irem en ts  on 
b ir th  certificates vary acco rd ing  to  S tate. 
T h u s, d iffe re n t num bers o f States re p o r t 
various characteristics. For exam ple, b irths to 
unm arried  women are repo rted  on the b irth  
certificate only in 38 States and  the District 
o f  Colum bia, and  the  m on th  d u rin g  which 
prenatal care began is repo rted  in 44 States 
and  the District o f Columbia.
Standard metropolitan statistical area (SMSA).— 
This is a concept developed fo r use in statis­
tical rep o rtin g  and  analysis. Except in the 
New England States, an SMSA is a county or 
a group  o f contiguous counties containing at 
least one city o f 50,000 in h ab itan ts . o r m ore 
or “twin cities” with a com bined population 
o f a t least 50,000. In  addition, contiguous 
counties are included in  an  SMSA if  they are 
essentially m etropolitan in  character (based 
on criteria o f labor force characteristics and 
population density) and  are socially and  eco­
nomically in tegrated  with the central' city or 
cities.
In  New England, towns and  cities ra th e r 
than  counties are the  geographic com ponents 
o f  th e  SMSA. S ince N ational C e n te r  fo r 
H ealth  Statistics (NCHS) data are no t coded 
to identify all towns, N CHS-uses the m etro­
politan State economic area (MSEA), which is 
m ade u p  o f county units, fo r reporting  data 
in New England.
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HEALTH STATUS AND DETERMINANTS
Fertility
Abortion.—T he Center for Disease C ontrol’s 
surveillance program  counts legal abortions 
only. What constitutes a legal abortion varies, 
d ep en d in g  on a S tate’s regu la tions about 
when one may be perform ed. Similarly, for 
the international counts of legal abortions, 
each country’s regulations determ ine what 
constitutes a legal abortion.
Birth rate.—This m easure divides the num ­
ber o f live births in a population in a given 
period  by the residen t popu la tion  at the 
m iddle o f th a t period . T h e  ra te  may be 
restricted to births to women of specific age, 
race, marital status, or geographic location, 
or it may be related to the entire population.
Children ever born.—T he U.S. B ureau o f the 
Census counts the num ber of children born 
to women who have ever been m arried. The 
question used to derive these data is phrased 
so as to omit stillbirths, stepchildren, and 
adop ted  ch ild ren  but to include ch ildren  
born before the present m arriage, ones no 
longer living, and children living away from 
home.
Contraceptive use.—In  stud ies o f  fam ily 
planning, women are classified according to 
the ir use o r nonuse o f con tracep tion . N on­
users are women who are currently  pregnant, 
post partum , or sterile for reasons o ther than 
limitation of family size and those not using 
contraception for o ther reasons. Users are 
classified according to the specific m ethod 
they use: sterilization, the oral contraceptive 
pill, in trau terine device (IUD), diaphragm , 
etc.
Gestation.—For both the national vital regis­
tration system and the C enter for Disease
C on tro l’s A bortion Surveillance, the period 
of gestation is defined as beginning with the 
first day of the last norm al m enstrual period 
and ending with the day of birth.
Limetime births expected.—This is. the total 
num ber of births a woman expects during 
her lifetime, m easured by the U.S. Bureau of 
the Census as the sum of children ever born 
and additional births expected.
Live birth.—In the W orld Health O rganiza­
tion's definition, also adopted by the United 
Nations and the National Center for Health 
Statistics, a live birth is the complete expul­
sion o r ex trac tio n  from  its m o th e r o f a 
p roduct o f conception, irrespective o f the 
duration of the pregnancy, which, after such 
separation, breathes or shows any other evi­
dence o f life such as heartbeat, umbilical cord 
pulsation, or definite movement of voluntary 
muscles, w hether or not the umbilical cord 
has been cut or the placenta is attached. Each 
product o f such a birth  is considered live 
born.
Live birth order.—In the national vital regis­
tration system, this item from  the birth  certi­
ficate indicates the num ber of live births a 
woman has had, counting the b irth  being 
recorded.
Mortality
Cause of death.— For the purpose o f national 
mortality statistics, every death is attributed 
to one underlying cause as reported  on the 
death certificate. For data years 1968 to 1978 
the Eighth Revision International Classification 
oj Diseases, Adapted jor Use in the United States 
is being used for coding. Earlier data used
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the then  cu rren t revision o f the In ternational 
Classification o f  Diseases. S tarting  in 1979 
the N inth Revision will be used.
Death rate.—This m easure divides the num ­
ber o f  deaths in a popu la tion  in a given 
period by the population at the m iddle of 
that period. It may be restricted to deaths in 
specific age, race, sex, or geographic groups, 
o r it may be related to the entire population.
Eighth Revision International Classification of 
Diseases, Adapted for Use in the United States 
(ICDA).—T h e  ICD A  and  th e  International 
Classification of Diseases (ICD), upon which the 
ICDA is based, classify morbidity and m ortal­
ity inform ation for statistical purposes. Both 
are arranged  in 17 main sections. Most o f the 
diseases are arranged  according to their p rin ­
cipal anatomical site, with special sections for 
infective and  parasitic diseases; neoplasm s; 
endocrine , m etabolic, and  n u tritio n a l dis­
eases; mental diseases; complications o f p reg ­
nancy and  childbirth ; certain  diseases pecu­
liar to the  perina ta l period; and  ill-defined 
conditions. Separate sections provide a classi­
fication o f injuries according to the external 
cause giving rise to the injury, usually used 
fo r cause-of-death categories, and a classifi­
cation according to the na tu re  o f injury (such 
as puncture, open w ound, o r burn), usually 
used fo r m orbidity  categories. S upp lem en­
tary  sections in  the ICDA on special condi­
tions an d  ex am in a tio n s  w ithout, sickness 
(Y00-Y13) and  on surgical operations and  
diagnostic and o ther therapeutic procedures 
are used for coding inform ation on am bula­
tory and inpatient utilization.
T he  ICD was firgt used in 1900 and has 
been revised about every 10 years since then. 
T he N inth Revision, introduced in 1977, will 
be used to code U.S. mortality data beginning 
with 1979. A modification o f the N inth Revi­
sion is being p re p a re d  fo r use with U.S. 
morbidity data.
Infant mortality.— In fan t m ortality  is the 
death  o f live-born ch ild ren  who have not 
reached the ir first b irthday  and  is usually 
expressed as a rate (i.e., the num ber o f infant 
deaths du ring  a reporting  period per 1,000 
live births reported  in the same period).
Life expectancy.—Life expectancy is the av­
erage num ber o f years o f life rem aining to a 
person at a particular age and is based on a
given set o f age-specific death  rates, generally 
the mortality conditions existing in the period 
m e n t io n e d .  L ife  e x p e c ta n c y  m ay  be 
determ ined  by race, sex, o r o th e r character­
istics u sing  age-specific d e a th  ra te s  fo r the  
population with tha t characteristic.
Relative survival rate.—This is the ratio o f 
the observed survival ra te  fo r the  patien t 
g roup  (from  the tim e o f  diagnosis) to the 
rate for people in the general population (as 
calculated using data from  the N ational Cen­
ter for H ealth Statistics with respect to age, 
sex, race, and calendar year).
Determinants of Health
Drug abuse.—T h e  D ru g  A buse W arn ing  
Network defines d ru g  abuse as the nonm edi­
cal use o f a substance fo r psychic effects, 
dependence, o r self-destruction. Included  is 
the use o f prescription drugs in a m anner 
inconsistent with accepted medical practice, 
over-the-counter drugs contrary to approved 
labeling, and  any o th e r substance (heroin, 
m arijuana, glue, etc.) for the reasons above. 
Alcohol is not included unless it is reported  
in com bination with ano ther d rug . Any sub­
stance involved in d ru g  abuse is a drug of 
abuse.
Former smoker.—Any person who has smoked at 
least 100 cigarettes during his o r her entire life but 
who re p o r t  sm oking  no cigarettes at the present 
time is a form er smoker.
Particulate matter.—Particulate m atter is de­
fined as particles o f solid o r liquid m atter in 
th e  air, including  both  nontoxic m aterials 
(soot, dust, and  d irt)  and  toxic m aterials 
(lead, asbestos, su sp en d ed  su lfates and  n i­
trates, etc.).
Pollutant.—A p o llu tan t is any substance 
tha t renders the atm osphere or w ater foul or 
noxious to health.
Measures of Health
Condition.—A health condition is a depar­
tu re  from  a state o f  physical or m ental well­
being. Conditions, except im pairm ents, are 
coded according to the Eighth Revision Inter­
national Classification of Diseases, Adapted for  
Use in the United States (ICDA).
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Based on duration, there are two categories 
o f conditions: acute and  chron ic . In  the 
H ealth Interview Survey, an acute condition is 
a cond ition  which has lasted less th an  3 
m onths and has involved either a physician 
visit (medical attention) or restricted activity. 
T he category includes respiratory conditions 
(ICDA codes 460-486, 501, 508-516, 519, 
783), in ju rie s  (IC D A  codes N 800-N 870 , 
N872-N884, N890-N894, N900-N994, N996- 
N 999), infective and  parasitic  cond itions 
(ICDA codes 000-136), and digestive condi­
tions (ICDA codes 520.6-521.5, 521.7-523.9, 
525-530, 535-543, 560-561, 564-577, 784­
785). In  the H ealth  In terv iew  Survey, a 
chronic condition is any condition lasting 3 
m onths or m ore or is one o f certain condi­
tions classified as chronic regardless o f their 
time o f onset. T he National N ursing Home 
Survey uses a specific list o f conditions classi­
fied as chronic, also d isregard ing  time of 
onset.
Disability.—Disability is any tem porary or 
long-term  reduction of a person’s activity as 
a result o f an acute or chronic condition. It is 
often m easured in term s o f the num ber of 
days th a t a p e rso n ’s activity has been  re ­
duced.
Disability day.—T he Health Interview Sur­
vey identifies several types o f days on which 
a person’s usual activity is reduced because 
o f illness o r injury (reported  for the 2-week 
period preceding the week o f the interview). 
These short-term  disability days are not m u­
tually exclusive categories, but are defined as 
follows:
A restricted-activity day is any day on which 
a person cuts down on his or her usual 
activities fo r all o r most o f th a t day 
because o f  an illness o r an injury. Re­
stric ted  activity days are  u ndup lica ted  
counts o f bed-disability, work-loss, and 
school-loss days as well as o th e r days 
du ring  which a person cuts down on his 
or her usual activities.
A bed-disability day is a day on which a 
person stays in bed for m ore than half 
o f the daylight hours (or norm al waking 
hours) because o f a specific illness or 
injury. All hospital days are bed-disability 
days. Bed-disability days may also be
work-loss or school-loss days.
A work-loss day is a day on which a person 
did not work at his or her job  or business 
fo r at least h a lf  o f  his o r  h e r  no rm al 
workday because o f a specific illness or 
injury. T he  num ber o f work-loss days is 
determ ined only for currently employed 
persons.
A school-loss day is a day on which a child 
did not attend school for at least half of 
his or her normal schoolday because o f a 
specific illness or injury. School-loss days 
are determ ined only for children 6-16 
years of age.
Eighth Revision International Classification of 
Diseases, Adapted for Use in the United States.— 
See “Mortality” section.
First-listed diagnosis.—In the Hospital Dis­
charge Survey, this is the diagnosis listed first 
on the face sheet of the medical record.
Incidence.—Incidence is the number o f cases of 
disease having their onset during a prescribed 
period of time and is often expressed as a rate (e.g., 
the incidence o f measles per 1,000 children 5-15 
years o f age during a year) . Incidence is a measure 
of morbidity or other events that occur within a 
- specified period of time.
Injury.— In the U.S. C onsum er P roduct 
Safety Com m ission’s re p o rtin g  system, an 
injury is traum a requiring medical care in an 
emergency room.
According to the H ealth Interview Survey, 
an injury is a condition classified in the Eighth 
Revision International Classification of Diseases, 
Adapted for Use in the United States under codes 
N800-N999. A person injured is one who has 
sustained one or more injuries in an accident 
or in some type of nonaccidental violence, 
and episodes of persons injured are the events 
causing injury (or injuries) as reported  by 
each individual. A person injured may report 
one or m ore episodes, and an episode may 
involve one or m ore injuries.
Limitation of activity.—Each person identi­
fied by the H ealth Interview Survey as having 
a chronic condition is classified according to 
the extent to which his or her activities are 
limited because o f the condition as follows:
(1) Persons unable to carry  on major 
activity.
(2) Persons lim ited in the am oun t or
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kind o f  m ajor activity perform ed.
(3) Persons not lim ited in m ajor activity 
bu t otherwise limited.
(4) Persons no t lim ited in activity.
M ajor activity (or usual activity) is the p rin ­
cipal activity o f a person o r o f his o r her age- 
sex group. For ages 1-5 years it refers to 
ord inary  play with o ther children and  for 
ages 6-16 years to school attendance, while 
for 17 years and over it usually refers to a 
job , housework, or school attendance.
Notifiable disease.—A notifiable disease is 
one tha t health  providers are required , usu­
ally by law, to rep o rt to Federal, State, or 
local public health  officials when diagnosed. 
Notifiable diseases are those o f public interest 
by reason o f their contagiousness, severity, or 
frequency.
Prevalence.—Prevalence is the num ber o f 
cases o f a disease, infected persons, o r p e r­
sons with some o ther attribute p resent du ring  
a p a r tic u la r  in te rv a l o f  tim e. I t is o ften  
expressed as a rate (e.g., the prevalence o f 
diabetes per 1,000 persons du ring  a year).
Primary diagnosis.—In the National N ursing 
H om e Survey, this is the prim ary condition
as extracted  from  the resident’s medical rec­
ord.
Principal diagnosis.—In  the National A m bu­
latory Medical Care Survey, this is the physi­
cian’s diagnosis o f the patient’s m ost im por­
tan t problem  or com plaint as evaluated at the 
time o f the visit.
Product-related injury.—T he N ational Elec­
tronic In jury  Surveillance System counts as a 
product-related  injury any injury repo rted  in 
a hospital em ergency room  as being associ­
ated with a consum er product, though  not 
necessarily caused by tha t product. ' .
Self-assessment of health.—In  the H ealth  In ­
terview Survey, the respondents are asked to 
evalua te  th e  h e a lth  o f  everyone  in  th e ir  
household as com pared with o ther people of 
the same age.
Significant eye abnormality.—In  the H ealth  
and N utrition  Exam ination Survey, signifi­
cant eye abnorm alities include such condi­
tions as cataracts and  o th e r lens opacities, 
glaucom a, cysts, diabetic re tinopathy , and  
traum a but exclude simple refractive erro rs 
and  eye muscle im balances (phoria) easily 




Dental visit.—T he H ealth Interview Survey 
counts visits to a dentist’s office for treatm ent 
or advice, including services by a technician 
or hygienist acting under the dentist’s super­
vision, as dental visits. Services provided to 
hospital inpatients are not included.
In  the Health and N utrition Exam ination 
Survey, dentist visits are contacts with dentists 
only; the data are based on the question, 
“W hen was the last time you visited or talked 
with a dentist about yourself?” As a result, 
the p ercen t classified as having visited a 
den tis t d u rin g  a specified tim e period  is 
generally lower than in the H ealth Interview 
Survey.
Disposition of visit.—As used by the National 
Ambulatory Medical Care Survey, this term 
describes the variety o f followup procedures 
that a physician may plan for the patient, 
ranging from no followup to specific re tu rn  
contacts, to re ferra l to o ther providers of 
care.
Office.—In the H ealth Interview Survey, an 
office refers to the office of any physician in 
p rivate practice, inc lud ing  physicians con­
nected with prepaid  g roup  practices. In the 
N ational A m bulatory M edical C are Survey, 
an office is any location  fo r a physic ian ’s 
am bu la to ry  p ractice  o th e r  th a n  hospita ls, 
nursing homes, o ther extended care facilities, 
patients’ hom es, and industrial clinics. How­
ever, private offices in hospitals are included.
Physician visit.—T he H ealth Interview Sur­
vey counts as a physician visit a visit in person 
or by telephone to a doctor o f medicine or 
osteopathic physician for the purpose o f ex­
am ination, diagnosis, treatm ent, or advice. 
T he service may be provided directly by the 
physician or by a nu rse  o r o th e r person  
acting  u n d e r  the physic ian ’s superv ision . 
Contacts involving services p rovided  on a 
mass basis are not included, nor are contacts 
for hospital inpatients.
Physician visits are generally classified by 
the  type o f  place o f visit. In  the H ealth  
Interview  Survey, this includes the office, 
hospital outpatient clinic or emergency room, tele­
phone (advice given by a physician in a tele­
phone call), company or industrial clinic (units 
at a place of business that provide treatm ent 
th rough  a physician or trained nurse), home 
(any place in which a person was staying at 
the time a physician was called there), as well 
as o ther places.
In the National Ambulatory Medical Care 
Survey, an office visit is any direct personal 
exchange between an am bulatory patient and 
a physician, or members o f his or her staff, 
for the purposes of seeking care and ren d er­
ing health services.
See also “Inpatient Care” section.
Seriousness of problem.—In the National Am­
bulatory Medical Care Survey, the physician 
indicates for each patient visit the seriousness 
o f the problem , condition, or symptom which 
the patient says caused the visit. Seriousness 
refers to the physician’s clinical judgm ent as 
to the extent the patient would be im paired 
if no care were given. It is expressed as very 
serious, serious, slightly serious, or not seri­
ous.
Inpatient Care
Average daily census or average daily patients.— 
This refers to the average num ber o f inpa­
tien ts  rece iv in g  care  each  day d u r in g  a 
reporting  period, excluding newborns.
Average length of stay.—In the Hospital Dis­
charge Survey, the average length o f stay is 
the total num ber of patient days accumulated 
at the time o f discharge counting the date o f 
admission but not the date o f discharge by 
patients discharged during  a reporting pe­
riod , d iv ided by the nu m b er o f  patien ts 
discharged.
As m easu red  in th e  N ational N u rsin g  
Home Survey, length of stay for residents is the 
time from  their admission until the reporting 
time, while the length of stay for discharges is 
the total num ber o f patient days accumulated 
at the time o f discharge and includes date of 
discharge but not date of admission.
Bed.—Any bed that is set up and staffed 
for use for inpatients is counted as a bed in a 
facility. In the Master Facility Inventory, the
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count is o f beds at the end  o f the reporting  
period; for the A m erican Hospital Associa­
tion, it is o f  the average n um ber o f  beds 
du ring  the entire period. T he W orld H ealth 
O rganization defines a hospital bed as one 
regu la rly  m ain ta ined  and  staffed  fo r the  
accom m odation and full-time care o f a suc­
cession o f inpatients and situated in a part of 
the hospital where continuous medical care 
for inpatients is provided.
Day.—According to the American Hospital 
Association and M aster Facility Inventory , 
days o r inpatient days are the num ber o f adult 
and pediatric days o f care rendered  d u ring  a 
reporting  period. Days o f care for new borns 
are excluded.
In  the H ealth  Interview  Survey, hospital 
days during the year refer to the total num ber 
o f hospital days occurring in the 12-month 
period p rio r to the interview week. A hospital 
day is a night spent in the hospital fo r persons 
adm itted as inpatients to a hospital.
In  the Hospital Discharge Survey, days of 
care re fer to the total num ber o f patient days 
accum ulated by patients at the time o f dis­
charge from  non-Federal short-stay hospitals 
d u rin g  a repo rtin g  period. All days from , 
and including, the date o f  admission to, but 
n o t in c lud ing , th e  d a te  o f  d ischarge  a re  
counted. A patient is a person who is formally 
adm itted to the inpatien t service o f the hos­
pital for observation, care, diagnosis, or trea t­
ment.
Discharge.—T h e H ealth  Interview  Survey 
defines a hospital discharge as the com pletion 
o f any continuous period o f stay o f 1 night 
o r m ore in a hospital as an  inpatient, except­
in g  th e  p e r io d  o f  stay o f  a well new born  
infant.
In  the Hospital Discharge Survey, A m eri­
can Hospital Association, and M aster Facility 
Inventory, this is the form al release o f an 
inpatien t by a hospital, i.e., the term ination 
o f a period o f hospitalization (including stays 
o f 0 nights) by death  o r by disposition to a 
place o f residence, nursing home, or ano ther 
hospital. It excludes discharges o f new born 
infants.
In  the National N ursing Hom e Survey, this 
is th e  fo rm al re lease  o f  a re s id e n t by a 
nursing  home.
Hospital.—In the Am erican Hospital Asso­
ciation (AHA) and M aster Facility Inventory 
(MFI), hospitals are institutions licensed as 
hospitals w hose p rim ary  function  is to p ro ­
vide diagnostic and  therapeutic patien t serv­
ices for medical conditions and  which have at 
least six beds, an organized physician staff, 
and continuous nursing  services u n d e r the 
supervision o f registered nurses. T h e  AHA 
data d iffer slightly from  those o f the MFI, 
since data from  the MFI reflect osteopathic 
hospitals as well as hospitals not registered 
with AHA. Non-AHA hospitals com prise 5­
10 percent o f all hospitals in the coun try .' 
T he  W orld H ealth O rganization considers an 
establishm ent a hospital if it is perm anently  
staffed by at least one physician, can offer 
inpatien t accom m odation, and  can provide 
active medical and  nursing  care.
H osp ita ls  m ay be classified  by type o f  
service, ownership, and  length  o f  stay.
Federal hospitals are operated  by the  Fed­
eral G overnm ent. All o ther hospitals are 
non-Federal hospitals.
General hospitals provide both diagnostic 
and trea tm ent services fo r patients with 
a variety  o f  m edical cond itions, bo th  
surgical and  nonsurgical. A ccording to 
the  W orld H ealth  O rganization , these 
are hospitals tha t provide medical and 
nursing  care for m ore than one category 
o f medical discipline (e.g., general m edi­
cine, specialized medicine, general su r­
gery, specialized surgery, obstetrics, etc.); 
excluded are hospitals, usually ones in 
ru ra l areas, which prov ide a m ore lim ­
ited range o f  care. Psychiatric hospitals are 
ones w hose m a jo r type o f  serv ice is 
psychiatric care. See also “Psychiatric 
C are” section.
Short-stay hospitals in the H ospital Dis­
charge Survey are those in which the 
average length o f  stay is less than  30 
days. T he  Am erican Hospital Association 
and  M aster Facility In v en to ry  defin e  
short-term hospitals as hospitals in which 
m ore than ha lf the patients are adm itted 
to units with an average length o f  stay o f 
less than 30 days and  long-term hospitals 
as ones in which m ore th an  h a lf  the  
patients are adm itted  to units with an
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average leng th  o f stay o f 30 days or 
more. T he H ealth Interview Survey de­
fines short-stay hospitals as any hospital or 
hospital departm ent in which the type of 
service provided is general; maternity; 
eye, ear, nose, and throat; children’s; or 
osteopathic.
Specialty hospitals p rovide a p articu la r 
type o f service to the majority o f their 
patients such as psychiatric, tuberculosis, 
chronic disease, rehabilitation, maternity, 
and alcoholic or narcotic.
Institutionalized population.— See “ D em o­
graphic T erm s” section.
Nursing care.—N ursing care is the provision 
o f any o f the following services: application 
o f dressings or bandages; bowel and bladder 
retraining; catheterization; enem a; full bed 
bath; hypoderm ic, intram uscular, or intrave­
nous injection; irrigation; nasal feeding; oxy­
gen therapy; and tem perature-pulse-respira­
tion or blood pressure m easurem ent.
Nursing home.—T h e m inim um  standards 
and  reg u la tio n s  fo r n u rs in g  hom es vary 
am ong the States so that no uniform  defini­
tion is possible. However, the Master Facility 
Inventory includes in its count only facilities 
licensed by the S tates in which they are 
lo c a ted . T h e  hom es a re  th e n  c la ss ified  
according to the level o f care they provide, as 
follows:
Nursing care homes must employ one or 
m ore fu ll-tim e reg is te red  or licensed 
practical nurses and  prov ide n u rs in g  
care to at least half the residents.
Personal care homes with nursing have 
some, but fewer than half, the residents 
receiving nursing care. In addition, such 
homes must employ one or m ore regis­
te red  or licensed practical nurses or 
provide adm in istration  o f m edications 
and treatm ents in accordance with phy­
sician’s order, supervision o f self-adm in­
istered m edications, or th ree  or m ore 
personal services. Personal care homes with­
out nursing have no residents receiving 
n u rs in g  care . T h ese  hom es p ro v id e  
adm inistration of medications and trea t­
ments in accordance with physician’s o r­
d e r , superv ision  o f se lf-adm in is te red  
medications, or three or more personal 
services.
Domiciliary care homes primarily provide 
domiciliary care but also provide one or 
two personal services.
For the 1973-74 National N ursing Home 
Survey, only nursing homes providing some 
level o f nu rsing  care were classified as nurs­
ing  hom es. For o th e r  years, all fo u r ca te­
gories o f homes were included.
Occupancy rate.—T he Master Facility Inven­
tory and American Hospital Association de­
fine hospital occupancy rate as the average daily 
census divided by the num ber o f hospital 
beds du ring  a reporting  period. T he occu­
pancy rale for other facilities is calculated as the 
num ber o f residents reported  at the time of 
the interview divided by the num ber of beds 
reported.
Outpatient visit.—According to the Am eri­
can Hospital Association, these are visits by 
patients not lodged in the hospital for m edi­
cal, dental, or o ther services. See also “Am­
bulatory C are” section.
Personal care.—Personal services, used in 
classifying nursing homes by level of care, 
include massage and assistance with bathing, 
dressing, correspondence, shopping, getting 
about, and eating.
In the Survey of Institutionalized Persons, 
personal care service needs are classified as 
including  assistance with getting  in and out 
of bed, eating and  drinking , bath ing  and 
dressing, getting about, and using the toilet.
Resident.— In the National N ursing Home 
Survey, a resident is a person who has been 
formally adm itted to but not discharged from 
an establishment.
Services needed.— In the Survey o f Institu­
tionalized  Persons,- the  category  “services 
n e e d e d ” g ro u p s the  services o f  d iffe re n t 
health  professionals into general categories 
o f service, e.g., medical (needing the services 
o f a physician, in te rn , m edical resident, or 
den tist), nursing (need ing  the  services o f  a 
reg is te red  nurse, licensed practical nurse, 
vocational nu rse , n u rse ’s aide, o r orderly), 
psychiatric (needing the services of a psychol­
ogist, psychiatrist, or psychiatric aide), etc.
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Psychiatric Care1
Addition.—An individual is classified as an 
addition to a psychiatric facility by being a 
new admission, a re-adm ission, or a re tu rn  
fro m  leave to e i th e r  an  in p a tie n t o r an 
outpatient psychiatric facility.
Day.—Inpatient days for psychiatric facili­
ties include all days from , and including, the 
date o f last admission to, but not including, 
the discharge date.
Mental disorder.—A m ental d isorder is any 
o f several disorders listed in Section V o f the 
Eighth Revision International Classification oj 
Diseases, Adapted for Use in the United States.
Mental health facility.—A mental health facil­
ity is an adm inistratively distinct public or 
private agency or institution whose prim ary 
concern  is the provision o f d irect m ental 
health services to the mentally ill or em otion­
ally disturbed. Facilities include public and 
private psychiatric hospitals, psychiatric units 
o f  general hospitals, residen tial trea tm en t 
centers (for emotionally disturbed children), 
federally funded  com m unity m ental health 
centers, freestanding  ou tpa tien t psychiatric 
clinics, multiservice m ental health  facilities, 
and halfway houses.
Psychiatric hospitals are hospitals prim arily 
concerned with providing inpatien t care 
and  trea tm ent for the mentally ill. Psychi­
atric inpatient units of Veterans Administra­
tion general hospitals and Veterans Adminis­
tration neuropsychiatric hospitals are often 
co m b in ed  in to  th e  ca teg o ry  Veterans 
Administration psychiatric hospitals because 
o f  their similarity in size, operation, and 
length o f stay. O ther psychiatric hospitals 
include State and county mental hospi­
tals and private mental hospitals.
General hospitals providing psychiatric serv­
ices a re  hospitals th a t know ingly and  
rou tine ly  adm it patien ts to a separa te  
psychiatric unit for the purpose of diagnos­
ing and treating psychiatric illness.
Residential treatment centers (for emotionally 
disturbed children) are residential institu­
tions prim arily serving emotionally dis­
1 T h e  definitions for psychiatric care are those 
used by the National Institu te  o f M ental H ealth.
tu rbed  children and  providing trea tm ent 
services, usually un d er the supervision o f 
a psychiatrist.
Federally-funded community mental health 
centers are legal entities th rough  which 
com prehensive  m ental hea lth  services 
are provided to a delineated catchm ent 
area. This m ental health  delivery system 
may be im plem ented by a single facility 
(with or w ithout subunits) o r by a group 
o f affiliated facilities which make avail­
able at least the following essential m en­
tal health services: inpatient, day trea t­
m ent, ou tpatien t, em ergency care, and 
com m unity consultation and  education.
Freestanding outpatient psychiatric clinics are 
adm inistratively distinct facilities, the p ri­
m ary p u rp o se  o f  which is to p rov ide  
nonresidential m ental health service and 
where a psychiatrist assumes medical re ­
sponsibility fo r all patients and /or directs 
the mental health program .
Multiservice mental health facilities arc facil­
ities o ffe r in g  m ore  th an  one service 
m ode (e.g., inpatien t and  outpatient) and 
not considered to be prim arily any one 
o f the above types o f facilities.
Halfway houses are nonm edical residential 
facilities which prim arily serve mentally 
ill o r emotionally d isturbed people, fo­
cusing on the provision o f room , board, 
and  assistance in daily living activities 
ra th e r than  on the provision o f  a plan­
ned trea tm ent program .
Patient care episode.—Patient care episodes 
are counted as the num ber o f residents in 
inpatient mental health  facilities o r on the 
rolls o f noninpatient facilities at the begin­
n ing  o f  a re p o rtin g  period  plus the  total 
additions to these facilities—new admissions, 
re-adm issions, and  re tu rn s  from  full-tim e 
leave d u r in g  th e  r e p o r t in g  p e rio d . T h is  
m easure includes a duplicated count o f  per­
sons.
Service mode.—Service m ode and  treatment 
modality re fer generally to the kinds o f  m ental 
health service available: inpatient care, ou t­
patient care, day trea tm ent, etc.
Inpatient care is the provision o f  m ental 
health trea tm ent to people requ iring  24- 
hou r supervision.
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Outpatient care is the provision o f mental 
health treatm ent on an outpatient basis 
and does not involve any overnight stay 
in an inpatient facility.
Day treatment is the provision o f a plan­
ned therapeutic program  during  most or 
all o f the day for people needing broader 
program s than are possible through ou t­
patient visits, but who do not require 
full-time hospitalization.
Manpower
Full-time equivalent employee (FTE).—T he 
American Hospital Association and Master 
Facility Inventory use an estimate of full-time 
equivalent employees that counts two part­
time employees as one full-time employee, a 
full-time employee being someone working 35 
hours a week or more. T he National Nursing 
Home Survey uses an estimate o f full-time 
employees that counts 35 hours o f part-tim e 
employees’ work per week as equivalent to 
one full-time employee.
Group practice.—G roup practice is the appli­
cation of services by three or more physicians 
formally organized to provide medical care, 
consu lta tion , d iagnosis, an d /o r trea tm en t 
th ro u g h  the jo in t use o f equ ipm en t and 
personnel, and with the income from medical 
practice distributed in accordance with m eth­
ods previously determ ined  by m em bers of 
the group.
Physician.—Physicians are licensed doctors 
of medicine or osteopathy classified by the 
A m erican Medical Association and others 
th rough self-reporting, as follows:
Active physicians are ones currently prac­
ticing, regardless of the num ber of hours 
w orked p e r week; professionally active 
physicians exclude those not classified by 
specialty.
Federal physicians are em ployed by the 
Federal G overnm ent; non-Fecleral or civil­
ian physicians are not.
Licensed physicians are authorized to prac­
tice in a State. Every S tate (and the 
District o f Columbia) requires that phy­
sicians and dentists be licensed there in 
order to practice in that State.
Office-based physicians are physicians who 
spend the plurality o f their time working 
in practices based in private offices; hos­
pital-based physicians spend the plurality 
o f their time as salaried physicians in 
hospitals.
Private practice physicians are independent 
of any external policy control and are 
self-employed or salaried by a partner­
ship. See also “Professional m anpower.”
Physician specially.—A physician specialty is 
any specific branch o f medicine that a physi­
cian may concentrate in.
T he specialty classification used by the 
B ureau o f H ealth M anpow er (BHMj and 
National Ambulatory Medical Care Surve\ 
(NAMCS) follows the American Medical As­
sociation categories:
Primary care specialties include general 
practice (or family practice), in ternal 
medicine, and pediatrics.
Medical specialties include, along with in­
ternal medicine and pediatrics, the areas 
of allergy, cardiovascular disease, d e r­
matology, gastroenterology, pediatric al­
lergy and cardiology, and pulm onary  
diseases.
Surgical specialties include general su r­
gery, neurological surgery, obstetrics and 
gynecology, ophthalm ology, orthopedic 
surgery, otolaryngology, plastic surgery, 
colon and rectal surgery, thoracic sur­
gery , and urology.
Other specialties covered by NAMCS are 
geriatrics, neurology, preventive m edi­
cine, psychiatry, and public health. O ther 
specialties covered by BHM are aero ­
space m edicine, anesthesiology, child 
psychiatry, neurology, occupational m ed­
icine, pathology, physical medicine and 
rehabilitation, psychiatry, public health, 
and radiology.
Place of employment.—T he classification of 
people employed in the health service indus­
try by place of employment is a U.S. Bureau 
of the Census adaptation o f the 'U.S. Office 
of M anagement and Budget's Standard Indus­
trial Classification Manual, 1967 which classi-
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fled people according to health service indus­
try codes 801-809.
Professional manpower.— Professional m an­
pow er includes chiropractors; dentists, dental 
hygienists, licensed practical nurses, p h arm a­
cists, physical therapists, physicians, podia­
trists, and registered nurses, as well as o ther 
occupations not covered in this report.
In  the U nited States, counts o f  these p ro ­
fessionals include only those licensed in the
State where they practice, with licensure usu­
ally requiring  the com pletion o f an ap p ro p ri­
ate degree  or certificate p rogram  for tha t 
profession. In  international counts p repared  
by the W orld H ealth O rganization, only those 
professionals active in the ir profession are 
counted.
Professionals may be classified according to 
specialty, place o f practice, or o ther criteria. 
See “Physician.”
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HEALTH CARE COSTS AND FINANCING
Consumer Price Index (CPI).—T h e CPI is 
p repared  by the U.S. B ureau of Labor Statis­
tics. It is a measure o f the changes in average 
prices o f the goods and services purchased 
by urban  wage earners and by clerical work­
ers and  th e ir  fam ilies. T h e  m edical care 
com ponent of the CPI shows trends in m edi­
cal care prices based on specific indicators of 
hospital, medical, dental, and d rug  prices.
A recent revision o f the CPI has been in 
use since January  1978, but the data in this 
re p o r t reflect the  index  used befo re  the 
revision.
Economic Stabilization Program (ESP).—This 
Federal program  was established to control 
wages and  prices. O n A ugust 15, 1971, all 
wages and prices were frozen for a period o f 
90 days, and a system o f wage and price 
controls, adm inistered th rough  a cost-of-liv­
ing council, was im plem ented. Controls con­
tinued, with periodic changes in the flexibility 
and intensity with which they were enforced, 
until the ir legislative au thority  exp ired  in 
April 1974.
Gross national product (GNP).—This is the 
most com prehensive m easure o f a nation’s 
total ou tpu t o f goods and services. In the 
U nited States, the GNP represents the dollar 
value in c u rre n t prices o f all goods and  
services produced for sale plus the estimated 
value o f certain im puted outputs (i.e., goods 
and  services tha t are  n e ither bought nor 
sold). T he GNP is the sum of (1) consum p­
tion expenditures by both individuals and 
nonprofit organizations, plus certain im puted 
values; (2) business investment in equipm ent, 
inventories, and new' construction; (3) Fed­
eral, State, and local governm ent purchases 
o f goods and services; and (4) the sale of 
goods and services abroad minus purchases 
from  abroad.
Health insurance plans.— H ealth insurance 
plans are form al plans with defined m em ber­
ship and benefits, designed to pay all or part 
o f the hospital, physicians, or o ther medical 
expenses o f the insured individual. T he  dif­
feren t types o f plans include prepaid group 
plans.
Prepaid group plans involve physician  
group practices which provide a com pre­
hensive range o f health care services to 
an enrolled population for a fixed p re­
paid capitation payment. Health Mainte­
nance Organizations are public or private 
organizations that provide a com prehen­
sive range o f health care services, either 
directly or under arrangem ent with o th­
ers, to an enrolled population for a fixed 
p rep a id  cap ita tion  paym ent; p rep a id  
g roup  practice plans are one form  of 
H ealth Maintenance Organization.
Medicaid (Title XIX).—This program  is fed­
erally aided but State operated and adm inis­
tered. It provides medical benefits for certain 
low'-income persons in need o f medical care. 
T he program , authorized in 1965 by Title 
XIX o f the Social Security Act, categorically 
covers participants in the Aid to Families 
with D ependent Ghildren program  as well as 
some participants in the Supplem ental Secu­
rity Income program and other people deemed 
m edically needy  in a p a rtic ip a tin g  State. 
States also determ ine the benefits covered, 
rates o f paym ent for providers, and methods 
o f adm inistering the program .
Medicare (Title XVIII).—This is a nationwide 
health insurance program  providing health 
insurance protection to people 65 years of 
age and over, people eligible for social secu­
rity disability payments for over 2 years, and 
people with end-stage renal disease, reg ard ­
less o f  incom e. T h e  p ro g ram  was enacted  
July 30, 1965, as Title X V III, Health Insurance 
for the Aged, o f the Social Security Act, and 
became effective on July 1, 1966. It consists 
o f two separate but coordinated program s: 
hospital insurance (Part A) and supplem en­
tary medical insurance (Part B).
National health expenditures.—This measure 
estim ates the am oun t spen t for all health  
services and supplies and health-related re­
search and construction activities consumed 
in the United States during  a specified time 
period. Detailed estimates are available by
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source of expenditure (e.g., consumer out-of­
pocket, private health insurance, and govern­
ment programs) and by type of expenditure 
(e.g., hospitals, physicians, and drugs). Data 
are compiled from a variety of sources which 
collect data from the providers of care.
Health services and supplies expenditures are 
outlays for goods and services relating 
directly to patient care plus expenses for 
administering health insurance programs 
and for government public health activi­
ties. This category is equivalent to total 
national health expenditures minus ex­
penditures for research and construc­
tion.
Private expenditures are outlays for serv­
ices provided or paid for by nongovern­
mental sources—consumers, insurance 
companies, private industry, and philan­
thropic organizations.
Public expenditures are outlays for services 
provided or paid for by Federal, State, 
and local government agencies or ex­
penditures required by governmental ac­
tion (such as workmen’s compensation 
insurance payments).
Personal health care expenditures.—These are 
oudays for goods and services relating directly to 
patient care. The expenditures in this category are 
total national health expenditures minus 
expenditures for research and construction, 
expenses for administering health insurance 
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Circulatory system
diseases------------------------- Health Status and Determinants:
C
Contraceptive u s e _____  Health Status and Determinants:
B
Dentistry ---------------------- Health Status and Determinants:
E; Utilization of Health 
Resources: A; Health Care 
Resources: A; Health Care Costs 
and Financing: A, B, C, D, E
Dieting (weight control)-- Health Status and Determinants: 
D
Disability days---------------  Health Status and Determinants:
E
Diseases, notifiable ___  Health Status and Determinants:
E
Health Status and Determinants: 
D; Utilization of Health 
Resources: A
Exercise and sports
participation------------------  Health Status and Determinants:
D
Fluoridation of water___  Health Status and Determinants:
D
Food consumption--------- Health Status and Determinants:
D
Health insurance------------  Utilization of Health Resources:




Heart disease _________  Health Status and Determinants:
C
Hospitals _____________ Utilization of Health Resources:
A, B, C; Health Care Resources: 
B; Health Care Costs and 
Financing: A, B, C, D, E, F, J
Immunization_________  Health Status and Determinants:
D, E
In juries_______________ Health Status and Determinants:
D; Utilization of Health 
Resources: A
Institutionalized
population ___________  Health Status and Determinants:
E; Utilization of Health 
Resources: C
Life expectancy _______  Health Status and Determinants:
C
Limitation of activity___  Health Status and Determinants:
E; Utilization of Health 
Resources: A
Mental health _________  Utilization of Health Resources:
A, C; Health Care Resources: B; 
Health Care Costs and 
Financing: E, H, J
Nursing homes _______  Utilization of Health Care: C;
Health Care Resources: B;
Health Care Costs and 
Financing: A, B, C, D, G
O besity-------------------------  Health Status and Determinants:
D
Physicians_____________  Utilization of Health Resources:
A; Health Care Resources: A; 
Health Care Costs and 
Financing: A, B, C, D, E, H
Prenatal care _________  Health Status and Determinants:
D, E
Projections ___________  Health Status and Determinants:
A, C; Health Care Resources: A
Self-assessment of
health_________________ Health Status and Determinants:
E; Utilization of Health 
Resources: A
Surgery-------------------------  Utilization of Health Resources-
B
Usual place of care---------  Health Status and Determinants-
D
Visual disorders------------  Health Status and Determinants-
E
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484 GUIDE TO TABLES
(Numbers in bold face refer to tables in this report. Other numbers indicate additional data in the 1976-77 annual report, and daggers indicate data in the 1975
annual report. See note at end of Guide.)
A.
Geographic area
I. HEALTH STATUS 















1,3 , 6,1 t  4
2, 3, 5 t  4, 5
5, 8, 6, 7 t
9
2 , 10, 11, 12,




















14, 13, 14 14, 13, 14
Sex


















t  11, 12 t
13, 14
17, 10 t  9
18, 98
14, 13, 14
18, 19, 98, 
100
General 2,21,22, 27,
3, 5, 17, 18
5, 18, 23-25 t
Projections________________
Life expectancy____________
Infant, fetal, and perinatal___
Heart disease______________
Ischemic heart disease _____
Cancer____________________
23, 24, 19 
25, 26, 20,
22 t








Respiratory system cancer___ 27, 32, 29, 30













16, 17, 23-25 t
21






30, 32, 29, 30 
30












D. Determinants of health
Prenatal care 34, 48
Immunization____
Preventive care__
Usual place of care




54, 57 54, 57
34, 35, 71, t
48, 49
37, 38, 50-53 
t t





Barriers to care _ _ _______
Injuries_______ . . .  . . .
Food consumption ___
Dieting _ __________  _ _ _





Cigarette smoking . .  _ 46-49, t
33, 36 t
Alcohol use __________ 46 39 +
Other substances .
Air pollution __________  . 53, 32
Fluoridation ________ _ 52 52
Weather . .  _____
Other factors . ___ t
Measures of health







Restricted activity 66 t
Bed-days ______________ 67 t
Work-loss _____ t
Limitation of activity . .  . . .
Nutrition___  ______  -
Diseases, notifiable __ 66, 76
Diseases for which immuniza-
tion is available_______ __ 65, 70
Cancer_____  __________
Tuberculosis____  ____ 69 t 71
Gonorrhea__ ___________ 70, 72, 74-76
Venereal diseases, all 72-76 t
Influenza_________________ 65-67
Dental disease' ____________ t t
Dental care ___  _. _______
Birth-weight, low . . . t
Prenatal care ___  _______
Height and weight ___ . . .
55, 56 55,56 55, 56 55, 56
54 54 34
39 39
40 40 40 40
41 41 41 41
42, 43, 42,43, 42,43 t 42 t 43
43-46 t 43-46 t
44, 45, 47 44, 45, 47 44, 45 44, 45 44
46
46, 48, 49, 47-49, 51, 47-49 35 t 37
51, 33, 34. 33-38 t
36-38 t





55, 61, 61 t 55, 61, 61 t t 55, 61, 61 t 61
56, 63, 64 t 56, 64 t t 64 t 63
57 57 57
58 58
59 t 59 t 59 59
60, 61, 66, 60-62, 68, t 60, 61, 68 t 61, 62, 69
68 t 69 t
60, 61, 67, 60-62, 68, t 60, 61, 68 t 61, 62, 69
68 t 69 t
60, 68 t 60, 62, 68, t 60, 68 t 62, 69
69 t
56,61,76 56, 61 61 61,76
t t t t
67, 68 67,68
69,71 69,71 69,71 69,71
70, 72 70,72
72, 73 72, 73
65-67
t t t t
63,64 64 63
71, 72, 77 t 71, 72, 77 t t 71,72
72 t 72 t + 72
78, 79 78, 79
















Physician's office 74 t 73, 77, 78, 73-79, 91, 73, 78, 79, 73-75, 78, 73, 75, 78, 73, 78, 91, 76, 91, 81,
98, 81, 82, 98, 80-82, 98, 80-82, 79, 98, 80-82, 98, 87 t 98 82, 84-86
84-87 t 84-87 t 84-87 t 84-87 t
Acute and chronic conditions. 86-90, 83 80-85, 83 80, 83 83 81-90Injuries 92 92
Hospital outpatient clinic ___ 74, 136, 88 73, 77, 78, 73-75, 77, 73, 78, 88 73-75, 78 73, 75, 78, 73, 78
136 78, 88 88
Injuries 92 92 92 92Hospital emergency room___ 89, 136 73, 77, 78, 73-75, 77, 73, 78, 89 73-75, 78 73, 75, 78, 73, 78
136 78, 89 89
Injuries . 92, 93, 91 92, 93, 91 92 93, 90Drug abuse 94, 95, 92 94, 92 94, 92 94, 92, 93Telephone __ 74 73, 77 73-75, 77 73 73-75 73-75 73
Injuries_____ 92 92 92
Company or industry clinic __ 74 73 73, 74 73 73, 74 73 73Home 74 73, 77 73, 74, 77 73 73, 74 73 73Free-standing clinic . 78 78 78 78 78 78Dentist t 96, 98, 94 96-98, 94 t 96, 98, 94 96, 98, 94 96-98, 94 t 98 97Chiropractor _____ 98 98 98 98 98 98Podiatrist 98 98 98 98 98 98
Physical therapist 98 98 98 98 98 98Mental health service settings 99Outpatient services 117, 118 t t 95 t t t 117, 118,
95Health insurance 76 76
Family planning services ___ 96, 97 96 97 97
B. Inpatient Care in Short-term
Facilities
Discharges or episodes 100, 101 t 105 t 76, 101, 102, 101,102, 106, 105 t 106, 104, 76, 100
106, 104, 105 t 105 t
105 t
Acute and chronic conditions. 103, 101 t 103, 101
Days of care _ 100, 101 t 76, 101, 102, 101,102 106 106, 104 t 76, 100
106, 104 t
Acute and chronic conditions. 104, 102 t 104, 102
Length of stay . 101 t t 101, 106, 101 106 t 106, 104 t
104 t
Acute and chronic conditions. 105, 103 t 105, 103
Surgery ____ 107-110 110 108-110 108-110
C. Inpatient Care in Long-term
Facilities
Institutionalized population __ 111-113 111 111 117 11*?
Nursing home residents_____ 110 t t 114,106 t 114, 106 t 114 t 114 11R
Acute and chronic conditions. 107, 108 t 107, 108 11s*Nursing home discharges___ 114 114 114Mental health 116-118, t 109 t t t t 116-118,110, 111 t 109, 110
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Persons active in health field . . . 119,135 135 135 11? f
Physicians: total ___ . . 121-123, 113, t 122, 129 123, 114 t
114 t
Physicians: total active . . . 124 126, 115 124, 126, 115 126
Projections_________ 120,125 125
Physicians: group practice_______ 128 128
Physicians: active, non-Federal . . 127, 118 127, 130, 116, t 116
118 t
Physicians: active, non-Federal, office-based . . 117, 122 117 122
Dentists and dental hygienists 121, 120 t 130,119-121 t 129 t t
Nurses: registered and practical t 130, 121 t 129 t t
Pharmacists . . . 121 121 129





















Inpatient: to ta l____  ___  . 123 123 123 123 123 t
Hospitals______________  ____ 145 t 145 145 t 145 t t t
Non-Federal hospitals.. _ . t 126-18, 126, 128 126-128 130 t 129
130
Short-stay hospitals_____  _. 131 131, 124, 131, 124, 131, 125
125 125
Community hospitals .  .  ____ 131-137 132-139 131 131 131-134, 135,138, 136,138, 137,138,
138,139 139 139 139
Long-stay hospitals_______ ___ 140 140, 124, 140,124, 140, 125
125 125
Nursing homes____ _______  _. 142, 131 t 143, 133, 142 142, 143, 132, 133 t 132, 133 132, 133
134 t 131-134 t
Mentai health facilities ______ 4­1 141, 135, 141, 135, 141, 135,
136 136 136
Other facilities _____ t t 144 t 144 t 144 144 144 t
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National health expenditures ._ .. 146, 148- 147 148, 151, 149, 150, t
152, 137- 152, 138, 139, 140
142 t 141, 142
Public program expenditures
(including Medicare
and Medicaid)_______ 155-157, 155, 145, 160,151 t t 154, 156, 154, 160, 154-156,
145 146 t 157, 144, 144, 151 t 144, 151 t
146 t
Personal health care expenditures___ 153, 161, t 158-161, t 158, 159, 153, 158- 162, 159 160, 151
143, 149, 147-151 t 162, 147, 162, 143,
150, 159 148, 152, 147-152,
159 159 t
Health insurance coverage __ 160 t 164, 169, 164, 166- 164, 166- 162, 153, 162, 152 f 162-170, 164, 165,
170, 155, 170, 170, 154, 160 152-160 167-170,
156 t 153-158 t 155, 157, 157, 158 t
158 t
Consumer Price Index ____ _ 171, 172, 164 171, 172,
162-164 162-64
Hospital costs and expenses 173-176, 175 t 173-176,
165-167 t 166, 167
Nursing home charges ____ 177 177, 178, 177, 179 t 178, 179 t 177-179,
168 t 169 t
Physicians' fees and incomes__ 180, 181, 182, 173 t 180, 170 180-182, 181, 182 t
170-172 t 170-173 t
Economic cost of cancer 177 183-185 183-185,
176, 177
Health research and development
expenditures ___  _ 187, 188, 186-188, 186-188,
179, 180 179, 180 178-180
NOTE: Additional data on the specified subject are presented in the 1976-77 and 1975 annual reports (National Center for Health Statistics and National 
Center for Health Services Research: Health, United States, 1976-77, DHEW Pub. No (HRA) 77-1232, Health Resources Administration Washington. U.S 
Government Printing Office, 1977; National Center for Health Statistics: Health, United States, 1975, DHEW Pub No (HRA) 76 -1232 , Health Resources 
Administration. Washington. U.S. Government Printing Office, 1976.
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